


The New England 
Journal of Medicine 


Copyright, 1939, by the Massachusetts Medical Society 





VoLtuME 220 


MAY 25, 1939 


Numeer 21 
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The End Results of One Hundred Consecutive Interventions 
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N THE present state of our knowledge the best 

results in the management of carcinoma in any 
part of the human body are obtained through early 
diagnosis and early application of the best treat- 
ment known. This applies emphatically to the 
uterine cervix, which is readily accessible to palpa- 
tion and visualization. There are no symptoms in 
early cancer of the cervix, and this accounts for 
the fact that the diagnosis in many cases is not 
made until the disease is well established. The 
symptoms of the non-malignant diseases of the 
portio bring a number of patients to the physician. 
Again, the irritative lesions of this organ, such as 
lacerations, ectropion, erosion, chronic cervicitis and 
endocervicitis, are discovered during the course 
of a periodic health examination. We are begin- 
ning to realize that the so-called cancer age is a 
misnomer, as this disorder may occur at any age. 
Be that as it may, all clinicians of wide experi- 
ence know for a certainty that cancer of the cer- 
vix is found most frequently in the fourth decade 
of life. The ideal would be the periodic examina- 
tion of all women who have reached this age, 
bearing in mind that the disease, while most com- 
monly found in those who have been subjected 
to the trauma of labor, may exist in nulliparous 
and virginal women. 

At the Boston Dispensary we see a large number 
of cervices, showing a varying amount of irrita- 
tion, some coincidental with the trauma of child- 
birth, others as the result of inflammatory disease. 
Five years ago the Department of Gynecology 
adopted the policy of making one of us (L. E. P.) 
responsible for the diagnosis and disposition of all 
pelvic carcinomas. With this end in view, a special 
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clinic was established to which all such patients, 
including those with pathologic cervices, are re- 
ferred. It is usually impossible to differentiate, 
with the naked eye, severe chronic cervicitis and 
early carcinoma. Since the true diagnosis of car- 
cinoma can be established only by the microscope, 
it is obvious that a biopsy specimen must be ob- 
tained. The Schiller test and the colposcope are 
helpful in selecting the area from which the biopsy 
should be taken, but they accomplish no more. 
The taking of a cervical biopsy is a simple pro- 
cedure. The area having been selected, the speci- 
men may be excised with a sharp knife, the No. 11 
Bard-Parker blade being excellent for this pur- 
pose. The base of the incised area is cauterized 
with crude carbolic acid, a 15 per cent solution of 
iodine or a cautery, if one is available; this is done 
in order to seal the lymphatics and prevent metas- 
tases if carcinoma is present. In a clinic where a 
large number of biopsies of the cervix are taken, 
there are advantages in using the electrically 
charged wire loop of the high-frequency appara- 
tus, since this seals the lymphatics as the tissues are 
cut through. The charring is not sufficient to in- 
terfere with a satisfactory histological examination. 
The commoner lesions of the cervix, such as sim- 
ple erosions and small lacerations, are treated 
by linear cauterization with a fine-tip cautery. 
From the more severe lesions most of the tissue 
under the ectropion or erosion is removed from 
both the anterior and posterior lips. This procedure 
serves two purposes: on the one hand it per- 
mits a histological diagnosis, and on the other 
is responsible, in the absence of carcinoma, for 
healing the organ. In chronic cervicitis treated 
by this procedure, the cervix is usually completely 
healed and covered with healthy squamous epi- 
thelium in the course of six or at the most eight 
weeks. In rare cases severe areas may have to 
be subsequently cauterized. If the diagnosis of 
carcinoma is established, treatment in the form 
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of irradiation by means of radium and high-voltage 
x-ray therapy is immediately applied. A cancer 
which is so early that it cannot be detected with 
the naked eye shows good results under this form 
of therapy. Women with deeply lacerated cer- 
vices who have no evidence of carcinoma on 
microscopic examination are referred to hospitals 
for plastic repair or amputation. 

This study represents the findings of an analysis 
of 100 patients treated at the New England Med- 
ical Center from September, 1934, to September, 
1938, in whom the results of the clinical examina- 
tion of the cervix were such that biopsy was per- 
formed. 


The ages of the patients varied from twenty-one 
to seventy-five. Tabulating the series according to 
ages in ten-year groups, we found 8 per cent from 
twenty-one to thirty years, inclusive, 34 per cent 
from thirty-one to forty, 32 per cent from forty-one 
to fifty, 16 per cent from fifty-one to sixty, 8 per 
cent from sixty-one to seventy and 2 per cent from 
seventy-one to seventy-five. Two thirds of the 
patients were in the third and fourth decades, the 
remaining third being distributed over the second, 
fifth, sixth and seventh. 

In this group of 100 women 10 had borne no 
children; of these only 1 had had any miscarriages, 
and she had had three. The remaining 90 had 
each borne from one to twelve children. Forty-six 
patients, or almost half the total number, had 
borne either two or three children. 

Sixty-nine, or more than two thirds, of the 
women had had no miscarriages. Of the remaining 
31 patients, 14 had had one, 9 two, 5 three and 
3 four. 

Thirty-four women, a little over one third of the 
total, were beyond the menopause; of these, 32 had 
had a natural menopause and 2 a surgical one. 

The blood Hinton test was negative in 84 
patients, positive in 13, doubtful in 2 and not done 
in 1. Four of the 13 who had positive reactions 
also had carcinoma of the cervix. Syphilis and 
carcinoma may be present at the same time in the 
same person, and the fact that the patient has a 
positive Hinton test should not deter one from 
doing a biopsy of a suspicious lesion of the cervix. 

The Schiller test was not done routinely in these 
cases. Of the 36 patients on whom the test was 
performed, the reaction was positive in 6, negative 
in 15, and suspicious in 15. The histological reports 
of the biopsy in the 6 positive cases indicated 
chronic cervicitis with erosion; of the 15 suspicious 
cases, 2 were carcinoma of the cervix and 13 were 
chronic cervicitis. On histological examination 1 
case with a negative reaction proved to be carci- 
noma. 

In this series only 3 women had had some oper- 
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ative procedure on the cervix previous to 
biopsy: 2 had had cauterization of the cervix 
1 trachelorrhaphy. 

The clinical diagnoses previous to biopsy were 
as follows: erosion of the cervix in 68 women; 
laceration with erosion of the cervix in 21; carci- 
noma of the cervix in 6; papilloma of the cervix in 
1; cervical polyps in 2; carcinoma of the vagina 








in 2. The microscopic diagnoses are shown in 
Table 1. Some of the histological reports had 
Taste |. Histological Diagnoses. 

DIAGNOSIS NO. OF CASES 
Chronic cervicitis adie re 59 
Chronic endocervicitis ; ae ; 25 
Erosion of cervix 24 
Nabothian cysts 5 
Ulceration of cervix l 
EE PCC EET CCC ETE l 
Suggestion of malignancy 1 
Carcinoma of cervix 5 
Epidermoid carcinoma of cervix 2 
Squamous-cell carcinoma of cervix 2 
Metastasis to cervix (primary in body of uterus) ‘ 1 
Adenocarcinoma of vagina (primary in body of uterus)..... 1 
Undifferentiated carcinoma (Grade 4) 1 
Glandular hyperplasig and metaplasia of surface epithelium l 
Leiomyosarcoma cre l 
Fibroma of cervix l 
Tuberculosis of cervix 1 
Total 132 
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more than one diagnosis, which accounts for the 
discrepancy between the number of cases exam- 
ined (100) and the number of diagnoses (132). 

Fightytwo per cent of the patients had histo- 
logical diagnoses of chronic cervicitis, chronic 
endocervicitis, erosion, nabothian cysts or ulcera- 
tion or a combination of these; in 1 per cent the 
diagnosis was cervical polyp, and in another 1 per 
cent tuberculosis and in still another 1 per cent, 
fibroma of the cervix. Ten per cent had a diag- 
nosis of carcinoma of the cervix, and 1 per cent 
each, metaplasia of the surface epithelium, a sug- 
gestion of malignancy, metastasis to the cervix 
(primary in the body of the uterus) adenocarci- 
noma of the vagina (primary in the body of the 
uterus), and leiomyosarcoma. In other words, 85 
per cent of these women had benign lesions. 

The 10 patients in whom cervical carcinoma 
was discovered were treated by irradiation with 
radium and high-voltage x-rays. In all the cer- 
vix was healed. The longest time elapsing since 
treatment was instituted is about four years, so 
that more time must pass before we can speak 
in terms of cure or arrest. However, in none of 
these patients was there parametrial involvement 
at the start of the therapy, nor has there been any 
since. It seems fair to assume that a high percent- 
age of these early cases will be cured; all are under 
observation at the present time. 


SUMMARY AND CONCLUSIONS 
In the state of our present knowledge the best 
results in the management of carcinoma of the 
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cervix must come from early diagnosis and early 
treatment. 

The Schiller test and the colposcope are useful 
methods in pointing out the area from which a 
biopsy must be taken. 

The diagnosis of carcinoma of the cervix can 
only be established with the microscope. 

A biopsy specimen may be taken satisfactorily 
in ambulatory patients with a sharp knife or the 
electrically charged wire loop of the high-frequency 
apparatus. If the former is used, the base of the 
incised area must be cauterized in order to seal 
the lymphatics. Usually no anesthesia is required. 
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Only a biopsy and histological study will settle 
the diagnosis between severe cervicitis and early 
carcinoma. 

When cancer is not present, removal of the 
tissue under irritation for a biopsy specimen causes 
the cervix to heal. 

In a series of 100 consecutive biopsies in severely , 
irritated cervices, primary carcinoma was reported 
in 10 per cent. 

All patients with early cancer of the cervix were 
treated by means of radium and high-voltage x-rays. 
In all, the cervices are healed, and the patients 
are under observation at the present time. 





N THE midst of all the discussions of the 

political, social and economic trends of the 
American way of living, there still dominates in 
the average, self-supporting individual a desire to 
plan for meeting his bills, as is evidenced by the 
rapid growth of membership in hospital service 
plans. The co-operative movement of the hos- 
pitals has enabled this section of the public to 
budget the low cost of medical protection, and 
they have thus come to realize the value of this 
non-profit service. The small cost alone does not 
necessarily attract public interest. The rapidly 
increasing popularity of group hospitalization is 
due to actual performance of the services rendered. 
This movement is meeting the challenge of a 
changing economic order by rendering services 
within the means of the average person, yet on a 
normal economic basis. 

Non-profit hospital protection is motivated by a 
desire to alleviate the financial burden of unantici- 
pated hospitalization — not with the implication 
that hospital bills are too high, but because illness 
or accident may require hospital care at a time 
when the cost is burdensome. 

Plans for hospital care become possible through 
the co-ordination of three interests: the subscriber, 
who pools his subscription with fellow-subscribers; 
the plan, which serves as trustee for these funds; 
and the hospital, which renders the service. Ac- 
cordingly the movement is a combination of insur- 
ance and public welfare. Its fundamental princi- 
ple is simplicity of procedure in striving to serve 
the average person by rendering all-inclusive hos- 
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pital services. Such benefits to the subscriber- 
patient become easily understood as the hospital 
promptly and efficiently renders these services and 
the service plan quickly relieves the patient of 
financial worry through assurance of his ability to 
pay. The subscriber-patient is served because he 
has provided for the contingency. Furthermore, 
the hospital is relieved of the problem of install- 
ment collection. It is predicted by the American 
Hospital Association that there will be two hun- 
dred plans and ten million subscribers within the 
next five years. I believe this prediction will prove 
to have been most conservative when a full realiza- 
tion of embryonic plans comes to pass. 

The primary purpose of group hospitalization 
is that of public service, and the subject should 
not be attacked solely from the point of view of 
benefit to hospitals or the medical profession. 
While it is recognized that problems of hospital 
finance originate in the inability of a great many 
patients to pay the cost ‘of care,—and the same is 
true of doctors’ bills, —any measure to overcome 
financial difficulties which does not attack the root 
of the problem falls far short of a satisfactory 
solution. The only method thus far devised which 
partially solves this fundamental problem is group 
hospitalization. 

While group hospitalization plans have been 
in operation for a number of years, the newer 
ones are still in the early stages of development 
and the older ones, through their experience, are 
better able to progress. The rapid advance which 
is being made can be interpreted as a marked 
contribution to the welfare of any community 
enjoying the advantages of group hospitalization. 
Its public benefits may be far-reaching under proper 
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administration and control. Because its possibilities 
for good are great, there is considerable likeli- 
hood that it may become a source of danger, 
both to the relations of hospitals with the public 
and to the obvious advantages of voluntary and 
ethical control of hospital services. If it is per- 
mitted to develop along unethical or commercial 
lines, the public-service viewpoint may be ob- 
scured and become secondary to private or com- 
mercial interests. Consequently, the primary con- 
cern of group hospitalization as hospital service 
must be public service, with individual interests 
of hospitals as institutions secondary to that of the 
fundamental principle and policy of public benefits. 
The problem of presenting the benefits of the plan 
to this group cannot be solved until arrangements 
are made whereby medical service can be included 
on a basis which has the approval of the medical 
profession. This is a problem which the medical 
profession must solve and one which hospital serv- 
ice plans cannot conquer alone. Benefits as they 
exist today are of such scope as to embrace a part 
of the population which has heretofore been over- 
looked. Group hospitalization offers subscribers 
the means of maintaining their independence and 
self-respect, and at the same time enables _hos- 
pitals to furnish needed services without incurring 
deficits. The result is improvement in public rela- 
tions with and good will toward hospitals, the 
latter of which, while it cannot be measured in 
dollars and cents, is an asset of tremendous im- 
portance to the community and to hospitals gen- 
erally. 

No one will deny or belittle the benefits which 
have come to thousands of needy individuals and 
to member hospitals, but since the services ren- 
dered by a hospital in a community are in effect 
a public service, it appears that in communities 
where there is more than one hospital such hos- 
pitals should participate in a plan of this type in 
order that the public normally served by them may 
obtain benefits without restriction to a single in- 
stitution, with all the complications and _limita- 
tions involved therein. The administration and 
control of any plan should be vested in a body 
representing the community; there should be no 
domination either by hospitals or the medical pro- 
fession, but both should be adequately represented. 

The discerning student of the problem, and of 
the solution of it offered by group hospitalization, 
must come to the conclusion that a plan organized, 
established and operated on a non-profit basis, in- 
volving the participation and united action of its 
member hospitals, offers the best means of protec- 
tion to hospitals against any unfavorable develop- 
ment of group hospitalization. The acceptance of 
this theory involves the whole-hearted co-operation 
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and support on the part of hospitals in the estab- 
lishment and operation of such plans. Hospitals 
themselves have an important role to play in the 
sound administration and operation of any plan, 
and it is possible that the lack of such whole- 
hearted co-operation has encouraged the estab- 
lishment of plans which do not embrace all the pro- 
tective measures mentioned. There is need of 
adequate public safeguards against poor and _in- 
eficient administration, and such safeguards are 
undoubtedly found in proper and careful supervi- 
sion by state departments of insurance, under laws 
which provide such supervision without burden- 
some taxes or investments. 

Every plan must necessarily have the interest and 
co-operation of the medical profession, and the 
future is to a large extent in its hands. The medi- 
cal profession has been helpful, and where opposi- 
tion has been apparent it has been caused usually 
by a lack of understanding or because of a con- 
flict between certain members of the medical pro- 
fession and the hospitals in which they practice. 
Let us assume that a hospital service plan is prop- 
erly established on the basis of limiting its benefits 
to actual hospital service, and that the hospitals 
agree to render such service. There is no need for 
capital investment, because the facilities and equip- 
ment of member hospitals represent adequate as- 
surance that benefits can and will be provided in 
accordance with the terms of the subscriber’s agree- 
ment, and that the agreement will be observed by 
those in charge of the plan and the member hos- 
pitals. In other words, member hospitals them- 
selves become the reserve of any voluntary hospi- 
tal service plan. Voluntary hospitals are operated 
as community service organizations on the same 
basis as that on which hospital service plans should 
be operated. The only factor of public safeguard 
that remains necessary is that subscription rates, 
payments to hospitals and operating costs shall be 
established and properly maintained so as to en- 
sure financial soundness without loss to any party 
concerned. 

No hospital service plan should attempt to oper- 
ate until it is able to meet the standards of organi- 
zation as set forth by the American Hospital As- 
sociation. This association has ruled that no or- 
ganization can be approved and its members 
permitted to use the Blue Cross with the American 
Hospital Association seal superimposed thereon un- 
til it has had at least six months of successful 
experience. Approval by the association means a 
great deal to subscribers and to employers who 
make a plan available to their employees. There 
are now forty approved plans, and it is expected 
that this number will increase with the publish- 
ing of the next list. 
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Let us consider briefly some of the standards 
for non-profit hospital service plans. First, the 
corporate body should include adequate representa- 
tion of hospitals, the medical profession and the 
general public, and board members should receive 
no remuneration for their services; second, no pri- 
vate investors should advance money in_ the 
capacity of stockholders or owners; initial work- 
ing capital may best be provided by individuals, 
community chests, hospital councils or other civic 
agencies. It is my opinion that this money should 
not take the form of gifts but that of a 
non-interest-bearing loan, to be repaid out of 
earned income over and above operating expenses, 
payments to hospitals and legal reserve. The ben- 
efits of non-profit hospital care should be guaran- 
teed through contracts with member hospitals, 
which assume the ultimate responsibility for pro- 
viding service in accordance with contracts with 
subscribers. Benefits to subscribers should be 
guaranteed through service contracts with member 
hospitals, as opposed to cash indemnification con- 
tracts for hospital expenses. Of course it is neces- 
sary that arrangements be made for provision of 
service in non-member hospitals in case of serious 
illness or accident. Payments to hospitals should 
be based on the cost of services provided to 
subscriber-patients. It is readily understandable 
why employees of non-profit plans for hospital 
care should be reimbursed on a salary rather than 
commission basis. Promotion and administrative 
policies should be dignified in nature and consistent 
with the professional ideals of the hospitals con- 
cerned. The service provided should be on a par 
with the practices of the leading hospitals and the 
wishes of the attending medical staffs as concerns 
their respective communities. There should be 
no interference with the existing relations be- 
tween physicians and patients. No hospital serv- 
ice plan operated for profit or on a commercial 
basis will be approved by the American Hospital 
Association. 

If commercial companies can operate a_hos- 
pital service plan which is better than voluntary 
hospital service plans, there is no reason for the 
existence of the latter and the public will be the 
gainer. A number of commercial companies — 
some fifty in all—have been or are attempting to 
match the benefits offered by voluntary hospital 
service plans. In the last six months a great many 
insurance companies have offered such contracts 
in the hope of riding the wave of popularity which 
has come to hospital service plans. Some of these 
firms frankly admit that the only purpose of their 
writing such a contract is to give their agents an 


opportunity “to get their feet in the door” and 
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perhaps make a sale of a more expensive and 
more profitable contract. 

Let us now consider the nature and extent of 
such services as may be properly included under 
the hospital service plan. In doing so, let us re- 
member that the benefits for subscribers are rep- 
resented in hospital service and not in cash. In 
following the pattern and practices of hospitals 
in rendering service and exacting charges therefor, 
there is ample ground for the belief that a plan 
should include as benefits all the services which 
hospitals regularly provide and which are in- 
volved in their operating costs, and for which 
charges are established and collected. 


Enrollment regulations vary with local condi- 
tions. Applications must be submitted in represen- 
tative groups and no single applications are ac- 
ceptable. Only employed persons who them- 
selves enroll may submit applications for the de- 
pendent members of their families in their imme- 
diate households. 

Let us now consider what happens when the 
number of hospital patients under a_ hospital 
service plan increases rapidly. The merit of the 
plan becomes better recognized throughout the 
community and the momentum of public interest 
and response increases. The limitations today are 
represented in the fact that benefits are confined 
to persons who can make the arrangements for the 
services of a personal physician. For persons in 
the group with very low income, financial inability 
to engage a physician nullifies in effect the benefits 
of this plan. Government will be urged to act 
for the low-income group. Social security is gen- 
erally accepted as necessary, or at least we have 
become used to it. 

We cannot overlook the fact that the medical 
profession has given freely of its time and services 
to take care of the medically indigent. If a plan 
is ever evolved to insure the low-income group for 
medical services, an gxtensive campaign of public 
education will be necessary. Much of the difficulty 
comes in getting those in the low-income group to 
seek medical care in time, to say nothing of get- 
ting them to go to a hospital when they should. 

Since the National Health Conference was held 
in Washington in the summer of 1938, the Amer- 
ican Medical Association through its House of 
Delegates has made a report which seems to justify 
the stand taken by the famous group of four 
hundred and thirty physicians. It now favors gov- 
ernment assistance for private institutions. Uutili- 
zation of hospitals has steadily increased and gov- 
ernment funds may be needed for the expansion 
of hospital facilities and for maintenance if hos- 
pitals assume more responsibility for the care of 
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the indigent and medically indigent. The Ameri- 
can Medical Association is strongly opposed to 
compulsory health insurance, but is unmistakably 
in favor of what is called socialization of medicine 
so long as the details of administration are handled 
locally. If any program to include medical care 
is to be evolved, it must be initiated carefully 
in order that all possible safeguards may be set 
up for eliminating political influence. 

A recent editorial in the New York Times in- 
quires: 

What of the many who cannot pay even reduced 
physicians’ fees but can set aside regularly something 
for medical treatment? They must turn to the public 
hospitals or private charity. Yet the Association advo- 
cates more efficient use of existing hospital facilities 
in one breath, and in another illogically insists that 
hospitals should not provide medical care. Moreover, 
workmen’s compensation is to be expected to include 
sickness benefits. Employers and employees must have 
nothing to do with salaried or contract medicine. 


There is no question but that the public is waiting 
for a plan which will enlist voluntary agencies in 
coping with the problem of illness before taxa- 
tion is invoked. It is important to the medical 
profession that more concessions be made in order 
that the country may be convinced that the need 
of taxation has been reduced to an_ irreducible 
minimum. 
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There is no single community in Vermont large 
enough to operate a plan of its own unless the 
work is done by volunteers, and there would be 
no great amount of earned income to be used in 
meeting the costs of administration and acquisition. 
It would be virtually impossible to operate a state- 
wide plan on such a basis. The laws of Vermon: 
are entirely inadequate for the operation of a non- 
profit hospital service plan, and legislation should 
be requested of the legislature at its next session.’ 
Such laws as exist in New York, Pennsylvania and 
Massachusetts might well be used as a pattern. 

I believe it is advisable for the Vermont State 
Medical Society and the Vermont Hospital Asso- 
ciation to consider seriously this problem of group 
hospitalization. Your people want it, as is evi- 
denced by the tremendous number of inquiries 
received by those in charge of plans in New York 
and Massachusetts. These people will find a way 
to get it, through commercial contracts or by 
enrolling in non-profit plans by mail. We do not 
encourage this type of enrollment, but we shall 
make it available to those communities which ar 
not served by an approved non-profit hospital 
service plan. It appears logical, then, to attack 
this problem promptly and determine a_ likely 
solution. 

21 Milk Street. 


*Legislation in Vermont has recently been er 
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CLINICAL NOTE 


TESTOSTERONE PROPIONATE AS A 
THERAPEUTIC AGENT IN PATIENTS 
WITH ORGANIC DISEASE OF THE 
PERIPHERAL VESSELS* 


Preliminary Report 


Epwarp A. Epwarps, M.D.,t 
James B. Hamutron, Pu.D.,f anp 
S. Quimpy Duntiey, M.S.§ 


NEW HAVEN, CONNECTICUT, AND 


CAMBRIDGE, MASSACHUSETTS 


BOSTON, 


N as serious a condition as vascular insufficiency 

of the extremities, any procedure which gives 
promise of being effective in treatment deserves 
early trial of its usefulness. In spite, therefore, 
of the small number of cases of arterial disease 
that we have treated with testosterone propionate, 
we feel justified in making this preliminary re- 
port. 

Our attention was directed to the general vas- 
cular effect of testosterone propionate while study- 
ing the skin changes in human male castrates. 
With the recording spectrophotometer," we had 
noticed that the skin of these subjects showed a 
lack of arterial blood, although the more venous 
regions of the body contained an abnormally large 
amount .of venous blood. After treatment with 
testosterone propionate there was an increase in 
arterialization and blood volume in those regions 
normally arterial, such as the head, palms of the 
hands and soles of the feet. Less constantly there 
was a diminution in volume of blood in the nor- 
mally venous areas, such as the lower abdomen 
and the dorsum of the foot, attended by a shift 
in the contained blood to a more arterial type. 
These changes, as well as that in the other skin 
pigments, are receiving further study. 

We have now treated 7 male patients having 
organic vascular disease with crystalline testosterone 
propionate.|| Three of the men presented typical 
signs of thromboangiitis obliterans (Buerger’s dis- 
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ease); the other 4 were arteriosclerotic. In all 
7 patients the involvement was major, with loss 
of the popliteal, femoral and, in one case, the iliac 
pulsations. The absence of pulsation was checked 
by the Pachon oscillometer. The signs and symp- 
toms were marked, including small ulcerations in 
2 of the patients with Buerger’s disease. The 
testosterone propionate, dissolved in peanut oil, has 
been given intramuscularly two or three times 
a week. Adjunctive treatment consisted only of 
general hygiene, except in the ulcer-free patient 
with Buerger’s disease, to whom eight hours of 
suction-pressure treatment was given. None of the 
patients have been followed for more than several 
months, since treatment of the earliest case was 
started on July 23, 1938. 

Each of these patients with vascular disease 
showed a lack of skin arterialization by spectro- 
photometry which involved not only the diseased 
limbs but also the entire body. The administra- 
tion of testosterone propionate produced a marked 
change. As in the case of the castrates, the spec- 
trophotometric curves after treatment showed an 
early and decided arterialization of the cutaneous 
blood. Moreover, the after-treatment curves like- 
wise showed an inconstant diminution in the vol- 
ume of blood in the more venous areas of the 
body. 

Other objective evidence of favorable change was 
an increase in the systolic pressure of from 6 to 
26 mm. of mercury in the hypotensive members 
of this group, and a lowering of hypertensive 
blood pressures in 2 cases. The ulceration in 1 
patient with Buerger’s disease has healed; the 
second has greatly improved. There was marked 
improvement in the walking ability of all the pa- 
tients, with delay or abolition of intermittent 
claudication. Two patients were no longer sub- 
ject to night pain, which had troubled them previ- 
ously. Subjectively, the patients reported an in- 
creased activity and a feeling of optimism, results 
similar to those reported previously with male- 
hormone treatment.” 

We believe that this material deserves further 
trial in both organic and functional arterial disease 
in order to establish clearly its mode of action 
and to be sure of its harmlessness. It remains to 
be seen whether its effect will vary in patients 
with or without testicular deficiency. Moreover, 
its usefulness in women is so far undetermined, 
and should be approached with caution. 
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REPORT ON MEDICAL PROGRESS 
OTOLARYNGOLOGY 


Carty_e G. FLtaxe, M.D.* 


BOSTON 


N THE literature of otolaryngology, and in the 

general literature as well, there have appeared 
during the past year many articles on subjects 
within this field, of interest to both the specialist 
and the general practitioner. It is the purpose of 
this brief report, in which no comprehensive re- 
view of the literature has been made, to conside a 
few of these articles and to call attention to others. 


NosE AND SINUSES 


Intranasal Medication 

In recent years workers** in the field of nasal 
physiology have demonstrated the importance of 
ciliary activity and the different effects of various 
drugs upon it. The drugs commonly used in the 
nose may be divided into antiseptics, astringents 
and vasoconstrictors in vehicles of oil, distilled 
water or physiologic salt solution. Oils, as vehi- 
cles, interfere with the normal streaming of mucus, 
and since they are not miscible with the mucus 
blanket covering the cilia, the drugs dissolved in 
them act less effectively. In addition, lipoid pneu- 
monia, as a result of entrance of oil into the lung, 
is a distinct danger, as reports in the literature in- 
dicate.*° While this is especially true in infants 
and children, the danger exists for adults as well. 
Tap water and distilled water have also been dem- 
onstrated to be harmful to ciliary activity. Isotonic 
saline is the least harmful of all the common 
vehicles used in the nose. Walsh and Cannon,° in 
order to demonstrate the effectiveness of some of 
the antiseptics used in the nose, mixed pus from 
the lung of a patient with bronchiectasis with equal 
parts of solutions of the following drugs: Neo- 
silvol 5 and 10 per cent, argyrol 5 and 10 per cent, 
thymol 1 per cent, menthol 1 per cent and Isedrin 
Compound. These were allowed to stand at room 
temperature, and at intervals up to forty-four hours 
0.1 cc. of each mixture was cultured and colony 
counts made. The only drug with any appreciable 
bactericidal effect was 1 per cent thymol, and this 
drug had a marked depressant effect on ciliary 
activity. Further studies were made on the changes 
produced in the lungs of normal rabbits following 
the instillation of oil and aqueous solutions of anti- 
septics, astringents and vasodilators. Oily solutions 
produced edema, desquamative alveolitis and focal 
lipoid pneumonia. When mixed with living bac- 
teria cultured from the nose of a rabbit with the 
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snuffles, they caused, after two or three weeks, 
granulomatous lesions containing oil. Watery 
solutions of antiseptics and astringents entered the 
lungs and caused edema, focal necrosis, purulent 
bronchitis and bronchopneumonia. Isotonic saline 
solutions of the vasoconstrictors, ephedrine and 
Neosynephrine, caused no significant degree of 
pulmonary damage after intranasal instillation in 
normal rabbits. 


It would seem from the evidence at hand that 
solutions of drugs in oil should never be used as 
intranasal medication in infants and children, and 
should be used with care in adults. Antiseptic 
solutions are of doubtful value in decreasing the 
pathogenic flora of the nose, and if the data ob- 
tained from animal experiments apply to human 
subjects as well, there is danger of producing 
severe lung lesions. Ephedrine is a chemically 
stable vasoconstrictor which in physiologic solu- 
tion of sodium chloride does not produce the un- 
pleasant sensations of stinging and burning. These 
qualifications render it especially suitable for use 
in children. 

Parkinson’ advocates the following procedure 
for relief of nasal obstruction in the common 
cold. The nose is sprayed with a 1 per cent 
isotonic solution of ephedrine. After five or ten 
minutes the patient lies on his side, using the 
shoulder as a fulcrum, with the head bent toward 
the low shoulder. The solution is then instilled 
into both nasal chambers and allowed to remain 
for three to five minutes, after which the head is 
rotated face down to permit the nasal contents to 
escape from the nostrils. This position is espe- 
cially useful in treating children. An alternative 
position is that of Proetz, in which the patient 
lies on his back with the head well extended over 
the edge of a bed or table so that the medication 
reaches the region of the ostia of the sinuses and 
remains in contact long enough to be effective. 


Vaccine Therapy 

The effect of vaccine therapy in the common 
cold was studied by Houser,® who gave a series of 
inoculations to a group of students over a period 
of four years. His statistics revealed that prophy- 
lactic vaccination against colds is followed by a 
lessened severity and duration of the disease. He 
recommends six to ten small graduated doses of 
the vaccine, rather than three large ones. There 
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was little evidence that colds were prevented by 
this type of therapy. 

A controlled study, made in order to determine 
the value of three different vaccines which were 
recommended for the prevention of colds, was 
carried out by Diehl, Baker and Cowan.’ One 
group of students received, unknowingly, sterile 
physiologic salt solution as a control for the sub- 
cutaneously administered vaccine, and another 
group received lactose-filled capsules as a control 
for the group receiving the vaccine by mouth. 
Significant was the marked reduction in the num- 
ber of colds which the control groups reported as 
compared with the number for the same group 
in the previous year. Those receiving the vaccine 
subcutaneously reported 25 per cent fewer colds per 
person than did the control group. The authors 
believe that this reduction, although ‘statistically 
significant, was not sufficient to justify the time 
and expense necessary to carry out the intensive 
method of administration used. The groups re- 
ceiving orally administered vaccine and Rosenow’s 
streptococcal vaccine had as many colds as their 
control groups. 

In certain individuals the common cold is fol- 
lowed by secondary infection with the streptococ- 
cus, the pneumococcus or other organisms, and a 
sinus infection occurs which prolongs the period 
of convalescence for two or three weeks or even 
longer. While it is very doubtful if vaccines pro- 
tect the patient from the virus infection, they often 
seem to, prevent or ameliorate the period of sec- 
ondary infection. Since administration is simple 
and rarely attended by any severe symptoms, their 
use is justified in patients whose colds are com- 
monly followed by a long period of secondary in- 
fection. 

NASOPHARYNX AND PHARYNX 
Nasopharyngeal Infection 

O’Connor’® reported 59 patients seen during 
a period of three years, because of fatigue and low- 
grade fever of prolonged duration, for which there 
were no symptomatic, clinical or laboratory fea- 
tures that would allow a definite diagnosis. Of 
these, 55 were found to have a nasopharyngeal in- 
fection. The nasopharyngeal flora was studied in 
ost cases and the predominating organisms were 
‘cund to be, in order of frequency, Streptococcus 
viridans, Neisseria catarrhalis, Type 4 pneumo- 
coccus, Staphylococcus aureus, Hemophilus in- 
fluenzae, Streptococcus hemolyticus and Type 3 
pneumococcus. ‘Treatment consisted in the local 
application of silver nitrate in solutions of varying 
strength, depending on the degree of congestion, 
or in some cases of a weak solution of zinc sul- 
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fate. This was followed by the application of a 2 
per cent aqueous solution of gentian violet or 
methylene blue. In resistant cases a 0.5 per cent 
solution of colloidal iodine was used and followed 
by the dye. When neither of these combinations 
of drugs produced results, an autogenous filtrate 
was made, combined with a water-soluble base, 
and applied directly to the affected area. During 
the course of the treatment the patient used saline 
irrigations and mildly antiseptic drops. A large 
percentage of O’Connor’s patients were relieved by 
these methods. 


Infection in Fascial Spaces of Neck 


In acute infections involving the fascial spaces 
of the neck, early operation is often necessary to 
save life. It is dangerous, as Pearse’? points out, 
to treat all cervical infections conservatively with 
compresses and observation until fluctuation occurs, 
but it is equally dangerous to operate prematurely 
on a localizing infection. In Ludwig’s angina 
there is a rapid spread of infection to the neck. 
Early signs may be edema of the floor of 
the mouth and limitation of motion of the 
jaw. A hard, brawny, tender swelling of the 
neck develops, but no point of fluctuation can 
be found. The location of surgical approach 
is the submaxillary-submental fascial space. The 
floor of this space is formed by the mylohyoid 
muscle and is continuous posteriorly with the 
submaxillary space. Incision is made into the 
submaxillary space in the neck and continued for- 
ward, severing the fibers of the mylohyoid muscle 
and so opening the floor of the space. 

The parapharyngeal space lies medial to the in- 
ternal pterygoid muscle and is bounded by the 
fascia covering the constrictor muscles of the 
pharynx and the great vessels. This space may be 
invaded by parotid, pharyngeal or tonsillar infec- 
tions. Distention of the space with pus pushes 
the tonsil and pharynx medially and the parotid 
laterally. Trismus is due to irritation of the in- 
ternal pterygoid muscle. Pressure posteriorly on 
the jugular vein causes cyanosis and distention of 
the superficial veins. Thrombosis of the jugular 
vein should be suspected if chills or sepsis occur. 
After localization early drainage is indicated, and 
there are several routes which may be employed. 
The most direct approach is often through the 
tonsillar fossa, especially if the infection follows 
tonsillectomy. The external approach may be 
through the submaxillary space or in front of, 
behind or above the parotid. The approach used 
should be determined by the individual circum- 
stances, the factor of prime importance being ade- 
quate drainage. 
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Ear 

Otosclerosis 

In otosclerosis, foci of altered bone commoniy 
form around the footplate of the stapes, gradually 
immobilizing it, and producing an obstructive 
deafness of more or less severity. The inner or 
perceptive portion of the ear is often unaffected 
by the process, and hearing by bone conduction is 
excellent. It has been found that the hearing is 
greatly improved when a window is made through 
the bony wall of the external semicircular canal. 
The chief problem lies in maintaining the patency 
of this fenestra. Lempert’~ has devised a new ap- 
proach to this region and a method of covering 
the fenestra with a flap from the cutaneous pos- 
terior canal wall and the mobilized eardrum. This 
has been successful in a high percentage of his 
patients. 


Role of Drugs in Congenital Deafness 

The possible relation of some forms of con- 
genital nerve deafness to the prenatal adminis- 
tration of certain drugs which are known to have 
an adverse effect on the hearing has long interested 
the otologist. Mosher,’’ after ruling out the vari- 
ous causes of hemorrhage into the labyrinth in his 
experimental animals, found that when Maphar- 
sen, quinine or sodium salicylate was fed to or 
injected into the mother, hemorrhages occurred in 
the cochlea of the fetus but not in the cochlea of 
the mother. The most extensive hemorrhages 
were caused by Mapharsen and were located in 


the scala vestibuli. vestibule and semicircular 
canals. Quinine and sodium salicylate caused 


hemorrhages which were nearly always in the 
scala tympani. The results suggest that quinine 
and Mapharsen have selective action in different 
parts of the inner ear. It was concluded that cer- 
tain drugs pass from the mother to the fetus. 


Chemotherapy 

In the field of chemotherapy the importance of 
sulfanilamide in the treatment of infections due 
to the beta-hemolytic streptococcus and the pneu- 
mococcus has become daily more evident, and an 
enormous new literature has grown out of its 
discovery and use. Principles of treatment have 
been discussed by Long and Bliss."* Keefer!’ has 
reported his work on the subject, reviewed the im- 
portant literature and discussed principles and 
methods of treatment. Pneumococcal meningitis 
has received the special attention of Finland and 
his co-workers,'” who report 6 recoveries out of 
10 patients treated. The use of sulfanilamide in 
otolaryngology was reviewed by Schenck.'’ Re- 
cently, the United States Food and Drug Adminis- 
tration has released a new drug, sulfapyridine, for 
general use. This compound, related to sulfanila- 
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mide, is even more specific for the pneumococcus, 
and gives promise of reducing even further the 
mortality in the desperate complications frequent- 
ly caused by this organism when it invades the 
upper air passages and ears. 

Clinically the toxic symptoms with sulfapyridine 
are less marked in children than in adults and are 
essentially the same as those accompanying the ad- 
ministration of sulfanilamide, namely cyanosis, 
nausea, vomiting, headache, dizziness, mental con- 
fusion, skin rashes, agranulocytosis and anemia. 
The same precautions observed when sulfanilamide 
is given should be carried out with sulfapyridine. 
For adults, Evans and Gaisford’* used an initial 
dose of 2 gm., followed every four hours with 1 gm. 
until 25 gm. had been given. Whitby’® used a 
slightly larger dose of 5 gm. in the first twelve 
hours, in lots of 2 gm., 2 gm. and 1 gm., followed 
by 1 gm. every four hours. At the Children’s Hos- 
pital (Boston) Davies*’ gives infants up to the 
age of two a dose of 15 gr. per pound every 
twenty-four hours. In very sick patients the initial 
dose may be doubled. The drug may be given 
suspended in milk or a semisolid vehicle such as 
mashed banana or apple sauce. 


Deafness in Children 

In children, the lymphoid structures are particu- 
larly likely to respond to infection by a great in- 
size. When this occurs in the naso- 
pharynx, interference with the function of the 
eustachian tube, with its resultant impairment of 
hearing, and attacks of otitis media frequent 
sequels. Removal of the and tonsils 
often relieves the deafness and prevents the re- 


crease in 


adenoids 


curring attacks of otitis media, but in some chil- 
dren this desirable result of surgery is not obtained. 
Crowe and Baylor’ report their observations, 
made in some cases over a period of ten years, on 
60 children with impaired hearing due to eus- 
tachian-tube obstruction. They found that, con- 
trary to the classic teaching in otology, loss or im- 
pairment for high tones did not generally mean a 
lesion in the inner ear or nerve. The earliest 
symptom of tubal obstruction was impaired hear- 
ing for tones between 10,000 and 16,000 double 
vibrations. Gradual progression of the deafness 
occurred, one octave after another, toward the 
lower end of the scale, until the speech range was 
affected and the deafness was noticed. 

These authors claim that this type of hearing im 
pairment is due to tubal obstruction from hyper- 
trophied lymphoid tissue around and in_ the 
pharyngeal orifice of the eustachian tube, as dem- 
onstrated by the nasopharyngoscope. In treating 
this condition, they remove as much of th 
lymphoid tissue surgically as can be accomplished 
without damage to the nasopharyngeal structures. 
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Using a special applicator, radium, in the total 
dosage of 2 to 2.5 gram minutes, is administered in 
small doses at intervals of a month to six weeks 
on each side of the nasopharynx. If there is dif- 
fuse granular hyperplasia the radium therapy is 
supplemented by roentgen therapy, a total dose 
of 500 r. being given in six treatments at intervals 
of four days. The results of this type of therapy in 
their reported cases were excellent. 

TRACHEA AND Broncui 
Laryn gotracheobronchitis 

In the 127 cases of laryngotracheobronchitis re- 
ported in the literature there were 37 deaths. Of 
the patients who underwent tracheotomy, 51 per 
cent died. Richards** believes that tracheotomy 
is the treatment of choice, and should be per- 
formed before the patient is exhausted or an ob- 
structive emergency arises, for then the hope of 
recovery is slight. 

Diphtheria, spasmodic croup or some other 
milder forms of laryngeal obstruction should be 
ruled out before tracheotomy is done. If the pa- 
tient is not relieved by tracheotomy at least one 
bronchoscopic examination should be made. Masses 
of debris accumulate in the trachea and bronchi 
of some patients and produce severe obstructive 
symptoms. 

As Brennemann et al.** point out, drugs play a 
if any, in the treatment of the disease. 
The use of belladonna is to be condemned, for it in- 
hibits the secretions and causes the exudate to be 
even more sticky and tenacious. Such expectorants 
ammonium chloride and the iodides 
are of theoretical and questionable value, and be- 
cause of their objectionable taste they further harass 
the sick child and may cause him to refuse other 
fluids. Saturation of the room air by use of the 
steam kettle and humidifier, while maintaining the 
temperature around 75° F.,, is desirable. 


minor role, 


as Ipecac, 


Laryngectomy 

Crowe and Broyles~* discussed their modifica- 
tion of the single stage procedure for total laryngec- 
tomy in selected cases. Their variations included 
subperichondrial resection of the thyroid cartilage 
to iidieuains the larynx and avoid injury to the 
muscles, and the formation of a mucous mem- 
brane flap from the posterior surface of the larynx 
to aid in a tension-free closure of the pharyngeal 
defect. 
Laryngeal Stenosts 

Schmiegelow~ has devised a method of treating 
chronic cicatricial stenosis of the larynx. If the 
tracheotomy tube has not been placed as far away 
from the larynx as possible an inferior tracheotomy 
is first done. Later the larynx is opened and 
made as normal as possible by the removal of 
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webs and strictures. An India rubber drain about 
5 cm. long is introduced into the larynx and 
fixed in place by a fine silver wire, which is 
drawn through the neck and thyroid cartilage and 
cut off flush with the skin on each side. The 
drain can be removed from above through the 
mouth with a laryngeal forceps. The period of 
treatment averaged about six weeks. 


Route of Infection to Lung 


The relation of certain types of pulmonary in- 
fection to infection in the paranasal sinuses was 
further studied by Larsell and his co-workers.” 
Using animals, they introduced streptococci into 
the sinuses and the lymph nodes receiving drain- 
age from them. They found that viable  strep- 
tococci reached the lung, liver and spleen from 
both these sources. The anatomical pathway was 
by way of the paratracheal lymphatic vessels to 
the great veins and into the right side of the 
heart and pulmonary capillaries. The organisms 
that passed through the lung were evidently 
filtered out in the spleen and liver. 


Bronchiectasis and Sinus Infection 

A clinical study of 75 patients with bronchiectasis 
was made by Goodale” in order to determine the 
role of sinus infection. Chronic sinus infection 
was present in 46 patients and 29 had normal 
x-ray films. Of the latter group 18 had a history 
suggestive of either recurrent acute or mild chronic 
sinusitis. Twenty-one patients had pneumonia at 
the onset not preceded by an acute upper respira- 
tory infection, which would seem to indicate that 
bronchiectasis can occur without a preceding up- 
per respiratory infection. Patients with bron- 
chiectasis showed an increased susceptibility to sinus 
infections. The sinus infection may develop sub- 
sequently and independent of the pulmonary dis- 
ease. There was no relation between the side of 
the chest affected and the location of the infected 
sinus. The incidence of sinus infection was much 
lower in -patients with one lobe involved and 
such cases were the most favorable for lobectomy. 
When the chronic sinusitis had become estab- 
lished the chance for further damage to the lung 
was increased, owing to the greater susceptibility 
of the patient to repeated upper respiratory infec- 
tions. When both ethmoids and antrums were in- 
fected the best results were obtained by radical 
procedures on these sinuses. 


Plummer—Vinson Syndrome 

This syndrome is characterized by the symptoms 
and signs of hypochromic anemia, dysphagia, 
atrophic changes in the lips and oral mucosa, 
smooth tongue, cracking and fissures of the cor- 
ners of the mouth, early loss of teeth, changes 


in the nails and splenomegaly. Johnson** states 
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that the syndrome usually appears at from fifteen 
to twenty years of age, and never after fifty. 
Malignant changes which appear in the fourth, 
fifth or sixth decade may have started with a sim- 
ple hypochromic anemia at the age of puberty. 
Anemia and atrophic changes in the oral and 
pharyngeal mucosa should be looked for in all 
female patients in this age group who complain 
of dysphagia before they are classified as neurotics 
or as having a globus hystericus. Jackson” reports 
that of 110 patients with carcinoma of the esopha- 
gus, 87 were at some time diagnosed as neurotics. 
The postcricoid region was the commonest loca- 
tion for carcinoma, and 90 per cent of all car- 
cinomas in this location are in women. The treat- 
ment of Plummer-Vinson syndrome is the ad- 
ministration of iron and careful, repeated endo- 
scopic examination of the hypopharynx and esopha- 
gus. If webs are present they must be excised. In 
the absence of webs or bands, deglutition is often 
improved by simple diagnostic esophagoscopy and 
the administration of the proper doses of iron. 
300 Longwood Avenue. 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 
Special Meeting, April 26, 1939 


SPECIAL meeting of the Council of the 

Massachusetts Medical Society was called to 
order by the president, Dr. Channing Frothingham, 
Suffolk, in John Ware Hall, Boston Medical Li- 
brary, 8 Fenway, Boston, on Wednesday, April 26, 
at 10 a.m. There were 188 councilors in attend- 
ance (Appendix No. 1). 

The minutes of the regular meeting of the 
Council held on February 1 were presented by the 
Secretary as published in the New England Jour- 
nal of Medicine for March 9, 1939. The Presi- 
dent announced the minutes approved as_pub- 
lished. 

The Council voted to approve of the nomina- 
tions by the President to form a special Commit- 
tee on Industrial Health which was authorized at 
the meeting on February 1. The committee is 
as follows: 


Dr. W. Irving Clark, chairman, Worcester 
Dr. Noel G. Monroe, Middlesex South 
Dr. Louis R. Daniels, Middlesex South 


The President announced the appointment of 
Dr. George L. Steele, Hampden, as the official 
delegate to represent the Society at the annual 
meeting of the Connecticut State Medical So- 
ciety. Dr. Steele is to succeed Dr. Theodore L. 
Story who is unable to attend. The appointment 
was confirmed. 

The Council next proceeded to consider the 
matter for which the meeting was called, and the 
President asked the secretary of the Committee on 
Public Relations to present the report which had 
been adopted by the committee at its meeting on 
Wednesday, April 5, and a copy of which was 
mailed to all councilors on April 12 (Appendix 
No. 2). The Council voted to accept the report 
and to discuss its contents item by item. 

After presentation of Item I, the Council voted 
to express its disapproval of the proposals as sub- 
mitted by Health Service Incorporated (Recom- 
mendation I). 

Item II concerned a conference held with a rep- 
resentative of the Farm Security Administration 
of the United States Department of Agriculture. 
The committee reported that this matter was 
submitted for the information of the Council and 
did not ask for action. In the discussion the 
President expressed the opinion that the Society 
should take action approving of the recommenda- 
tions received from the federal government. 


Dr. Francis P. McCarthy, Norfolk, pointed out 
that the Council had previously gone on record 
as opposed to the suggestion but, since no motion 
was before the Council, no action was taken. 

Item III concerned the activities of certain old- 
line insurance companies which are supplying a 
form of indemnity insurance to policyholders. 

In the discussion, the hope was expressed that 
the insurance companies might take over the 
whole problem and thus relieve the Massachu- 
setts Medical Society of the responsibility. In re- 
sponse to an inquiry, it was stated that the average 
cost of such insurance would probably be about 
$10.00 per year. 

Dr. Michael A. Tighe, Middlesex North, chair- 
man of the Subcommittee on Social Legislation 
and Insurance, spoke of the possibility of extend- 
ing this insurance through the agents of the 
companies who already collect certain weekly 
premiums on life insurance. He expressed the 
opinion that the utilization of this machinery 
might be a valuable adjunct. He described in 
some detail the methods involved.” In response 
to queries he pointed out that any type of insur- 
ance for a given year sets very definite limitations 
on what is covered by the premiums. Larger in- 
demnities may be purchased when larger pre- 
miums are paid. As to the quality and adequacy 
of care under the contract, he stated that the 
companies are not concerned, since the subscriber 
is allowed to make his own selection of a physi- 
cian and the company’s responsibility is to supply 
the money to pay for it. The present contracts 
are made for groups, especially in industry, and 
the companies do not attempt to offer this insur- 
ance to individuals through their industrial agents. 
There are no available data concerning the num- 
ber insured in Massachusetts under this plan. 


Dr. Edward Mellus, Middlesex South, called 
attention to the experience under savings bank 
insurance. 


Dr. M. Victor Safford, Norfolk, quoting from 
a recent conversation with the secretary of repre- 
sentatives of a large number of liability insurance 
companies, stated that the companies have not, 
as a rule, found that health insurance policies 
are profitable. In his opinion, the matter of 
health and sickness insurance by commercial com- 
panies is in a state of flux, and so far, no general 
scheme has been agreed on. 
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The Council voted to approve the principle of 
indemnity insurance as offered by old-line insur- 
ance companies as representing one means of 
meeting the costs of medical care (Recommenda- 
tion II). 

After some further discussion of a_ general 
nature, the Council proceeded to consider Item 
IV of the committee’s report. It was decided to 
read the various Sections under this Item, to 
allow discussion but to take no action upon the 
individual Sections until the entire matter had 
been presented. 


Dr. Allen G. Rice, Hampden, maintained that 
the Council should agree on a principle before 
discussing details. 

Dr. John P. Monks, Suffolk, reported that when 
the matter was discussed by the councilors of 
Suffolk District it was discovered that the various 
sections constituted details of a plan and that the 
various subdivisions of Section 9 in reality con- 
stituted the more fundamental parts of the pro- 
posal. 

Dr. Tighe was called to the platform to again 
give the background for the committee’s action. 
He explained that the study and report resulted 
from the resolution offered by Dr. Ernest L. 
Hunt, Worcester, and adopted at the meeting of 
the Council on February 1. In the opinion of the 
subcommittee, the Council should decide certain 
basic principles. 

1. Does the Council desire to do something about 
the problems which have to do with supplying the cost 


of medical care? 


2. By what method does the Council wish to pro- 


ceed in so doing? 


The methods open were, first, compulsory sick- 
ness insurance under the direction and control of 
the government. This method was disapproved 
by the Council in 1935. Secondly, there re- 
mained three types of voluntary methods (1) that 
supplied by old-line insurance companies; (2) 
that fostered and encouraged by certain socially 
minded persons outside the profession and (3) 
that fostered by the profession itself. The sub- 
committee had considered the last three possibili- 
ties in detail, and the Council at this meeting 
voted to approve a voluntary method fostered by 
old-line insurance companies and to disapprove 
a method fostered by persons outside the _pro- 
fession. But one alternative remained: the Society 
could foster a plan. It was not an easy problem 
to handle and the committee could probably find 
more objections than could individual members of 
the Council. In his opinion, the plan presented 
contained fewer objections and these objections 
would not be insurmountable. 


May 25, 1939 


Dr. Tighe called attention to the fact that 
medical societies in various communities had al- 
ready adopted comparable schemes and were now 
endeavoring to put them into effect. 


Dr. J. Harper Blaisdell, Middlesex East, intro- 
duced a resolution which, after considerable dis- 
cussion, was altered and finally passed as follows: 
Resolved, That it 1s the sense of this meeting that 
the principle of non-profit medical care insurance 
be approved. 

The President pointed out that the laws of the 
Commonwealth are in a very unsatisfactory state 
as to just what can be done from the point of 
view of contract principles and prepayment. In 
his opinion, the next step would be to attempt to 
clarify the laws so that the Society could proceed 
with a program which would be legal. He made 
reference to the diversity of opinion which exists 
in the legal profession as to what can be done 
under the present laws. 

Dr. Elliott P. Joslin, Suffolk, referred to a recent 
meeting of the Suffolk councilors at which the 
general principle of prepayment insurance for 
medical care had been approved. He stated that 
the group present at the meeting passed the fol- 
lowing motion: 

That the Council of the Massachusetts Medical Soci- 
ety instruct its Committee on State and National Legis- 
lation to introduce a bill into the Legislature to legalize 


the development of prepayment plans for medical care 
and insurance plans for medical care. 


It was the opinion of this group of councilors that 
any proposal presented to the Legislature this year 
must be simple and that, if such legislation does 
not pass, there will be a delay of two years. It 
was believed that it was impossible to recommend 
to the Legislature any specific details but that, if a 
general principle was recommended, it might ap- 
peal to the Legislature. He offered the above 
motion for adoption by the Council. 

In the discussion which followed it was appar- 
ent that the councilors would be unwilling to 
authorize a committee to proceed with any plan 
that involved specific details, unless such details 
were referred back to the Council for approval. 
There were numerous questions on the implica- 
tions of Dr. Joslin’s motion. Dr. Joslin finally 
withdrew his motion. . 

The President suggested that the Council re- 
turn to the consideration of the specific proposals 
in the committee’s report, although in his opinion 
there was something to be said in favor of Dr. 
Joslin’s motion since the report appeared to be 
building a superstructure which might lead to 
failure of accomplishment because of the present 
law. 


A councilor suggested that, if the Massachu- 
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setts Medical Society approached the Legislature 
and attempted to set up a scheme of insurance, it 
might be declared unconstitutional because it 


might be regarded as class legislation. 


The President pointed out that any bill sub- 
mitted would not contain the name of the Mass- 
achusetts Medical Society but would be an en- 
abling act similar to the one which permitted the 
organization of the Associated Hospital Service 
Corporation of Massachusetts. He pointed out in 
response to a query from Dr. George L. Schadt, 
Hampden, that this enabling act was passed with- 
out any specific plan. There was still further 
discussion of Dr. Joslin’s proposal. 

The Council proceeded to consider Section 1 
of Item IV. Dr. Tighe explained in response to 
an inquiry that the limit of $1500 annual income 
was included by the committee without any 
attempt at being dogmatic in the fixing of 
specific sum. This sum was included to cover the 
low-income group. He did not believe that the 
committee could concern itself with the source of 
income. 

In the discussion of Section 2, Dr. Charles F. 
Wilinsky, Suffolk, pointed out that, if the plan 
should be limited to those patients who were in 
hospitals, it would result in overtaxing these insti- 
tutions which are already under a considerable 
burden as a result of the hospital-insurance scheme. 
He expressed the hope that the proposal would be 
extended to cover home and office care. 

Dr. Frothingham stated that there was in ex- 
istence a definite experience table prepared by a 
group in California which has worked out a pre- 
payment insurance plan to cover the care of pa- 
tients in homes and offices as well as in hospitals. 

Dr. McCarthy emphasized the importance of 
what Dr. Wilinsky had stated. 

Dr. Tighe stated that he had discussed the mat- 
raised by Dr. Wilinsky, with the director of 
the Associated Hospital Service Corporation who 
did not believe that it would injure the hospital 
plan. 

Dr. Walter Bauer, Suffolk, and Dr. Monks 
called attention to the European experience which 
seemed to confirm Dr. Wilinsky’s opinion. 

Dr. William Dameshek, Norfolk, emphasized 
the fact that it was already difficult to get patients 
to leave the hospital under the hospital-insurance 
plan. There appeared to be a distinct tendency 
for a longer stay in the hospital. 

Dr. Charles S$. Benson, Essex North, expressed 
an opinion that it would be wise to leave out ref- 
erence to hospital insurance in Section 2. 

Sections 3 and 4 of Item IV were discussed to- 
gether. 


Dr. Edward F. Timmins, Suffolk, expressed his 
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concern that the Massachusetts Medical Society 
should undertake the odium of trying to solve a 
problem that experience had shown to be prac- 
tically unsolvable in America and elsewhere, and 
one in which the insurance companies have found 
with all their experience and machinery that they 
cannot make a profit. In his opinion there would 
be much abuse. Individuals who pay annual dues 
would attempt to get service in some form, and if 
this were denied, the Society would be regarded as 
cold and not benevolent. If in attempting to 
divide this responsibility, clergymen and others 
were included in the directing body, the profession 
would lose its control. He expressed the opinion 
that the name of the Massachusetts Medical So- 
ciety ought not to appear and further expressed 
his sorrow for the men who would serve on the 
committee. He referred to past experience with 
various societies whose members paid dues for 
health and accident insurance and subsequently 
wrecked their organizations by their demands. 

Dr. Leroy E. Parkins, Suffolk, raised the ques- 
tion of what would happen, should subscribers de- 
sire services of irregular practitioners. 

In response to a question Dr. Tighe gave a brief 
explanation of what had happened in Michigan 
where a bill is now pending in the Legislature 
to authorize the organization of an insurance sys- 
tem to provide for total medical care costs through 
the organization of a corporation with a board 
of directors, the majority of whom would be 
members of the Michigan State Medical Society, 
although the name of the Michigan State Medical 
Society does not appear in the bill. 

Dr. Timmins was concerned with the possibili- 
ties regarding irregular practitioners and felt that 
the entire scheme should be disapproved since the 
profession is already severely denounced as a “med- 
ical trust.” 

Dr. Frothingham raised the question as to the 
desirability of suggesting under the plan that the 
directors be paid. 

Dr. Bagnall gave some additional information 
regarding the medical service in the District of 
Columbia, which is handled by a director and 
nine trustees, the majority being chosen by the 
medical society. He likewise quoted from an 
article which indicated that in Battle Creek, Michi- 
gan, a plan was being put into operation which 
provides practically complete medical care to hus- 
band and wife and two or more children at $4.00 
per month. 

Section 5 of Item IV was presented. Dr. Rice 
referred to the danger of a lay board making up 
a fee schedule. 

Sections 6 and 7 were considered together. In 
response to a question Dr. Tighe explained that 
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the unit system has been adopted in many places 
throughout the country. Certain procedures un- 
der the plan are assigned so many units of value, 
the attempt being made to have the value of a 
single unit represent one dollar. When supplying 
total medical care costs, the value of the unit will 
vary from month to month or from quarter to 
quarter. The real value of a unit in any period 
is governed by the amount collected during that 
period minus the cost of the administration. The 
unit may, therefore, vary in value from one dollar 
to sixty cents or even less. This was one of the 
reasons for recommending that the proposal be 
limited to hospital patients in the beginning, un- 
til more information is available as to actual costs 
of operation. 

In answering a question by Dr. Alexander A. 
Levi, Middlesex South, Dr. Tighe stated that, in 
case there were surpluses, they would be carried 
over to meet the bills of the next month when the 
drain on the treasury might be heavier. Dr. Levi 
said that a statement to this effect should appear 
in the section. 

Dr. Dameshek stated that much of the discus- 
sion was immaterial for the reason that the Society 
is trying to initiate legislation and that it cannot 
predict what will happen to that legislation in 
the Legislature. In his opinion, rules and regula- 
tions proposed by the Society might not meet with 
the approval of the Legislature which in turn 
might initiate a system of its own. 

Under the consideration of Section 8 of Item IV 
a councilor asked what would happen to the pa- 
tients of a physician who did not belong to the 
Massachusetts Medical Society and who could not, 
therefore, be a member of a hospital staff. In Dr. 
Bauer’s opinion, this would again be a question 
of the patient’s choice, not only of hospital but 
of physician. 

Dr. Lincoln Davis, Suffolk, was of the opinion 
that the free choice of physician constitutes one of 
the many difficulties in the plan. The Society 
wishes to assure good medical care. He did not 
believe that absolutely free choice of physician 
could be offered with the expectation of providing 
good medical care. 

Dr. Albert A. Hornor, Suffolk, expressed his 
regret that, because of illness, Dr. Charles C. 
Lund, Suffolk, was unable to be present since, in 
his opinion, certain of the proposals in Section 8 
were contrary to what the Committee on State and 
National Legislation is seeking in the way of 
licensing hospitals. He recalled that Dr. Lund 
had said that there should be an insertion pro- 
viding that a physician should be a member of a 
hospital staff, permanent or courtesy, if he were 
to be considered under the term “free choice.” 


May 25, 1939 


Section 9 of Item IV was presented by Dr. Bag- 
nall. 

Dr. Joslin again suggested that his original mo- 
tion might be used if a clause was inserted which 
would bring it in accord with the first four sub- 
sections of Section 9. In connection with a query 
as to the terms “charitable” and “benevolent” he 
pointed out that these are used with reference to 
the organization and not with reference to the 
physician who operates under the organization. 

Dr. Joslin again suggested reconsideration of 
his motion. This was followed by a long discus- 
sion in which a number of the councilors partici- 
pated. The desirability of referring back to the 
Council any proposed action by the committee was 
emphasized. There appeared to be objection to 
the motion in part because Subsection 5 of Section 
9 would be eliminated. There was also a question 
as to the implications of Section 5, several coun- 
cilors stating that they believed that the Massa- 
chusetts Medical Society as such should not be 
permitted to go into the insurance business. In 
Dr. Joslin’s opinion his motion proposed an en- 
abling act. There was also a discussion as to the 
sequence to be adopted in proceeding from this 
point, and objection was raised as to the words 
“prepayment plans for medical care.” 

At the suggestion of Dr. Tighe, Recommenda- 
tions III and IV of the Committee on Public Rela- 
tions were read at this time, and these were pro- 
posed as an amendment to Dr. Joslin’s motion. 
Dr. Joslin then suggested the withdrawal of his 
motion so as to simplify procedure. 

It was pointed out that, under the recommenda- 
tions previously discussed, the Massachusetts Med- 
ical Society as a corporate body would not enter the 
picture but that a separate corporation would be 
set up to carry out the proposals. There was a 
continued attempt to bring together the views of 
Dr. Joslin and Dr. Tighe which finally resulted 
in the following action by the Council, when it 
was voted that the Massachusetts Medical Society 
take the initiative in the formation of a corpora- 
tion, non-profit in character, which shall seek to 
pay the medical-care costs of patients. Following 
the passage of this vote, Dr. Joslin again asked 
consideration of his motion in modified form. As 
finally presented it was as follows: 

That the Council of the Massachusetts Medical Society 
instruct its Committee on State and National Legisla- 


tion to introduce a bill into the Legislature to legalize 
the development of insurance plans for medical care. 


The discussion was extensive and at times rather 
heated. One councilor inquired as to the opinion 
of the Attorney General concerning what could 
be done under the present law. It was pointed 
out, however, that such an opinion could not be 
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obtained by the Society but would have to come 
indirectly through one of the state departments, 
such as the Division of Insurance. The question 
was finally put, and Dr. Joslin’s motion was lost. 
After some further discussion of a general na- 
ture Dr. Tighe moved: 
That the Committee on State and National Legis- 


lation be instructed to seek legislation covering the 
matter of non-profit prepayment medical care. 


The motion was duly seconded. Following re- 
marks by several councilors, Dr. Monks suggested 
that, if the motion were passed, it might put Dr. 
Lund and his committee in an embarrassing posi- 
tion since they would be asked to do something 
which they might regard as impossible of accom- 
plishment. 

The President pointed out that the committee 
was not bound to any specific action. Dr. Tighe 
explained that, if enabling legislation were passed, 
there would be a year in which a plan might be 
developed. There was again an expression of 
concern as to whether or not the Massachusetts 
Medical Society as such was about to enter the 
insurance business. 

Since the discussion involved interpretation of 
certain terms and phrases, Dr. Tighe withdrew 
his motion and substituted a new one. He moved: 

That the Committee on State and National Legis- 
lation, in collaboration with the Committee on Public 

Relations, be authorized to seek legislation providing 


for a system of medical-cost insurance as already adopted 
by the Council. 


There was some opinion that no system had been 
adopted by the Council. Dr. Blaisdell, however, 
pointed out that certain definite principles had 
been adopted. The Council was in favor of medical- 
care insurance with the sentiment clearly in favor 
of a non-profit organization. In his opinion the 
two committees are to ask for a simple enabling 
act which is not a statutory change but an act 
which will permit the establishment of a non- 
profit medical insurance scheme. The Legislature 
can adopt or refuse such a proposal. If permis- 
sion is granted, it becomes the privilege of any 
seven men, presumably under the action indicated 
at the meeting, — seven members of the Massachu- 
setts Medical Society, — to form a corporation. The 
object of this corporation would be to establish a 
system of non-profit medical care which will have 
to be passed on by the Commissioner of Insurance. 
The conditions of membership, based on income, 
would be established by the directorate, and before 
such incorporators submit their plans to the Com- 
missioner of Insurance, they would come back to 
the Council for final authority to proceed. 
There appeared to be some question as to the 
need for an enabling act, but it was pointed out 
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that counsel of the Commissioner of Insurance 
had stated specifically that the Associated Hos- 
pital Service Corporation, for example, could not 
carry out this work except with a type of pro- 
cedure which would be entirely too cumbersome 
to handle. It would involve, for example, a 
contract between every doctor and every hospital. 
It was counsel’s advice that the doctors work out 
their plan just as the hospitals had worked out 
theirs. 

In response to a question by Dr. Monks, the 
President stated that the enabling act would allow 
any group of people to form a corporation but that 
all groups must go to the Commissioner of In- 
surance to obtain their charter and the approval of 
the conditions under which they would operate. 

It was then voted that the Committee on State 
and National Legislation, in collaboration with the 
Committee on Public Relations, be authorized to 
seek legislation providing for a system of medical- 
cost insurance as already adopted by the Council. 

Dr. Halbert G. Stetson, Franklin, asked for an 
expression of opinion from the councilors present 
as to whether medical care under the proposed 
plan should be limited to patients in hospitals or 
whether it should include patients in their homes 
or in offices. 

The President asked for a show of hands and it 
was discovered that the great majority favored the 
extension of the plan to include home calls and 
office work. 

The Council adjourned for the Cotting Lunch- 
eon at 1:10 p. m. 


ALEXANDER S. Becc, Secretary. 
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BARNSTABLE J. F. Burnham 
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W. D’A. Kinney G. L. Richardson 
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Charles Moline E. W. Small H, A. Kelly Gordon Berry 
W. J. Pelletier H. P. Stevens R. I. Lee W. P. Bowers 
H. G. Stetson H. W. Thayer W. J. Mixter P. H. Cook 
R. H. Wells J. P. Monks G. A. Dix 
HAMPDEN M. W. White R. N. Nye E. B. Emerson 
F. H. Allen W. S. Whittemore F, W. O’Brien G. E. Emery 
T. S. Bacon J. P. O'Hare J. M. Fallon 
W. A. R. Chapin —_—- R. B. Osgood E. L. Hunt 
J. L. Chereskin F. G. Balch L. E. Parkins E. R. Leib 
E. A. Knowlton A. S. Begg L. E. Phaneuf W. F. Lynch 
M. W. Pearson M. I. Berman Helen S. Pittman A. W. Marsh 
A. G. Rice Myrtelle M. Canavan W. H. Robey W. C. Seelye 
G. L. Schadt William Dameshek M. C. Sosman G. C. Tully 
G. L. Steele G. L. Doherty E. F. Timmins R. J. Ward 
Albert Ehrenfried S. N. Vose F. H. Washburn 
HAMPSHIRE D. G. Eldridge l. J. Walker R. P. Watkins 
L. N. Durgin H. M. Emmons Conrad Wesselhoeft S. B. Woodward 
J. F. Ford C. F. Wilinsky 
MIDDLESEX EAST Maurice Gerstein WORCESTER NORTH 
R. W. Sheehy W. A. Griffin WORCESTER H. C. Arey 
J. H. Blaisdell J. B. Hall C. A. Sparrow W. E. Currier 
L. M. Crosby C. J. Kickham J. C. Austin T. R. Donovan 
Richard Dutton FE. L. Kickham 
“ - - *Takes office at the annual meeting; rot included in total count. 
E. M. Halligan D. L. Lionberger 
K. L. Maclachlan F. P. McCarthy , 
wiesienues he ae ote APPENDIX NO. 2 
Frederick Reis 
aa cagsag anaN A. T. Ronan 
C. M. Roughan M. V. Safford Report OF CoMMITTEE ON PusLic RELATIONS 
M. L. Alling J. A. Seth ahs sath : 
A. R. Gardner F. J. Simmonds The following report was adopted by the Committee on 
F. D. Lambert H. F. R. Watts Public Relations at a meeting on Wednesday, April 5. 
G. A. Leahey 
T. A. Stamas NORFOLK SOUTH MEDICAL CARE PLANS 
A. W. Stearns N. R. Pillsburv Several weeks ago, after there had been a submission 
M. A. Tighe CS Ades to the Committee on Public Relations, itself, of several 
bh . L. Cook »lans whereby those of moderate means might more easily 
scant nap atieas 4 eo Renin their medical care, these plans were referred to the 
F. R. Jouett W. L. Sargent Subcommittee on Social Legislation and Insurance of the 
C. F. Atwood Committee on Public Relations for study. Further impetus 
E. W. Barron beh ia arcing was given to this study as a result of the action of the 
W. B. Bartlett *A. W. Carr Council of the Massachusetts Medical Society in approving 
G. F. H. Bowers J. E. Brady a resolution offered by Dr. Ernest L. Hunt in this Council, 
E. J. Butler H. A. Chase February 1, 1939. This resolution reads as follows: 
B. F. Conley A. L. Duncombe : 
D. F. Cummings S. W. Goddard Whereas, within our population there is a consider- 
C. H. Dalton *P. B. Kelly able group who cannot be classed as indigent but whose 
C. L. Derick D. W. Pope incomes do not exceed a bare existence level and for 
J. E. Dodd W. H. Pulsifer whom adequate medical care other than through charity 
D. Cc. Dow Hi. C. Reed is not provided by any existing agency; and 
A. W. aa SUPFPOLK Whereas, so far this society has taken no effective 
“ - ae Wale See steps toward a solution of this problem; and 
A. D. Guthrie H. L. Blumgart Whereas, agencies outside the ranks of organized 
F. A. Higginbotham W. B. Breed medicine are pressing for action: looking to the pro- 
A. M. Jackson W. J. Brickley vision of medical service for this low-income group 
A. A Levi C. S. Butler for which reason the initiative may pass from our con- 
R. A. McCarty David Cheever trol and result in ill-advised plans detrimental to patient 
J. A. McLean H. M. Clute and physician alike; be it therefore 
Edward Mellus Lincoln Davis Ordered by the Council that the Committee on Public 
C. E. Mongan R. L. DeNormandie Relations (or a special committee of five appointed 
J. P. Nelligan A. B. Donovan by the Chair) study the problems of medical service 
E. J. O’Brien G. B. Fenwick for this low-income group particularly in relation to 
Dwight O’Hara Channing Frothingham voluntary insurance, co-operative or contract service 
W. D. Reid Joseph Garland plans, determine the principles which this society may 
Max Ritvo John Homans properly endorse, and secure or devise acceptable plans 
E. S. A. Robinson A. A. Hornor for furnishing and administering such medical service. 
E. J. Sawyer Rudolph Jacoby This committee shall submit its report with recommen 


M. J. Schlesinger E. P. Joslin dations to the Council at a subsequent meeting. 
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As a preliminary to the study of the several plans which 
the Subcommittee on Social Legislation and Insurance 
had before it, it became evident that this subcommittee 
needed a guide, mainly in connection with principles 
involving contract practice. The subcommittee therefore 
adopted as its guide, Chapter III, Article VI, Section 2 
and Section 3 as set forth in the Code of Ethics of the 
American Medical Association, which are as follows: 


CONDITIONS OF MEDICAL PRACTICE 


Section 2.—It is unprofessional for a physician to 
dispose of his services under conditions that make it 
impossible to render adequate service to his patient 
or which interfere with reasonable competition among 
the physicians of a community. To do this is detri- 
mental to the public and to the individual physician, 
and lowers the dignity of the profession. 

CONTRACT PRACTICE 

Section 3.— By the term “contract practice” as ap- 
plied to medicine is meant the carrying out of an agree- 
ment between a physician or a group of physicians, 
as principals or agents, and a corporation, organization, 
political subdivision or individual, to furnish partial 
or full medical services to a group or class of individu- 
als on the basis of a fee schedule, or for a salary or 
a fixed rate per capita. 

Contract practice per se is not unethical. However, 
certain features or conditions if present make a contract 
unethical, among which are: 

1. When there is solicitation of patients, directly or 

indirectly. 

2. When there is underbidding to secure the con- 
tract. 

3. When the compensation is inadequate to assure 
good medical service. 

4. When there is interference with reasonable com- 
petition in a community. 


vt 


When free choice of a physician is prevented. 

6. When the conditions of employment make it 
impossible to render adequate service to the pa- 
tients. 

When the contract because of any of its provisions 
or practical results is contrary to sound public 
policy. 

The phrase “free choice of physician,” as applied 
to contract practice, is defined to mean that degree 
of freedom in choosing a physician which can be exer- 
cised under usual conditions of employment between 
patient and physician when no third party has a valid 
interest or intervenes. 


The interjection of a third party who has a valid 
interest or who intervenes does not per se cause a con- 
tract to be unethical. A “valid interest” is one where, 
by law or necessity, a third party is legally responsible 
either for cost of care or for indemnity. “Intervention” 
is the voluntary assumption of partial or full financial 
responsibility for medical care. Intervention shall not 
proscribe endeavor by component or constituent medical 
societies to maintain high quality of service rendered 
by members serving under approved sickness service 
agreements between such societies and governmental 
boards or bureaus and approved by the respective soci- 
euies. 

Each contract should be considered on its own merits 
and in the light of surrounding conditions. Judgment 
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should not be obscured by immediate, temporary or 
local results. The decision as to its ethical or unethical 
nature must be based on the ultimate effect for good 
or ill on the people as a whole. 


With these principles herein set forth as a guide, the 
subcommittee proceeded to study the various plans sub- 
mitted to it, as well as many other plans under considera- 
tion throughout the country which were found available. 

It was recognized that many of these plans came from 
groups of well-intentioned citizens and that even though 
the process might be laborious the subcommittee should 
extend to these groups the courtesy of discussing their 
plans with them. 


ITEM I 


On March 1, 1939, this subcommittee met the represen- 
tatives of Health Service Incorporated, an organization 
which seeks to supply medical care to people whose maxi- 
mum income is $3000 a year. This organization seeks 
to be set up under Chapter 180 of the Massachusetts 
laws, which chapter prescribes the methods by which 
a charitable institution may be organized. 

The Committee on Public Relations, in the preliminary 
discussion of this plan, found certain very definite objec- 
tions to it, and these objections were set forth in a com- 
munication which was sent to Health Service Incorporated. 
These objections were as follows: 


1. That as the proposals came to us, free choice 
of physician upon the part of the subscriber could 
in nowise be maintained. It was argued in respect 
to this objection that under this system, into which 
the subscriber entered voluntarily, the mere fact that 
he had so subscribed gave him freedom of choice 
of physician. The subcommittee felt that there were 
two principles involved at this point, and that these 
principles involved should not be considered as one, 
or confused. It was pointed out that, of course, the 
subscriber was free to join or not as he saw fit, but 
it was also pointed out that once he had joined he was 
not free to choose any physician, but that he was very 
definitely limited to those physicians who might be 
under contract with Health Service Incorporated. 


2. That the tentative proposals as they appear to us 


seemed to indicate that it was the desire of Health 
Service Incorporated to set up a certain definite place 
from which many of the services would emanate. In 
our discussion with this committee, that this was the 
actual policy of Health Service Incorporated became 
very clear. Much was said about how well the services 
of a certain Boston institution were being used in the 
morning and evening, and how poorly these services 
were being used in the afternoon. 

3. The question as to whether agreement on a sched- 
ule of fees should only be arrived at after consultation 
with local medical societies, did not seem to greatly 
impress the Health Service Incorporated representatives 
as important. Furthermore, in our investigation of this 
plan we found that that part of the plan which pro- 
posed to utilize the Associated Hospital Service Cor- 
poration as the means of hospitalizing Health Service 
Incorporated’s subscribers was entirely without  war- 
rant—no such agreement having been made between 
the Associated Hospital Service Corporation and Health 
Service Incorporated. 


_RecomMenpation I. The Committee on Public Rela- 
tions recommends disapproval of the proposals as set forth 
by Health Service Incorporated. 
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ITEM II 


On March 1, 1939, the Subcommittee on Social Legis- 
lation and Insurance met with Mr. Kenneth E. Pohlmann, 
classified as a co-operative specialist, and employed by the 
Farm Security Administration of the United States Depart- 
ment of Agriculture. This conference was in connection 
with the Farm Administration’s plans for financing the 
cost of sickness for approximately 500 Massachusetts farm- 
ers and their families, to whom the Farm Administration 
had made loans averaging between $400 and $500. It 
developed as a result of our conversation that these loans 
were made only after the individual farmer’s capacity to 
repay the loan was fairly well established. The Farm 
Administration, in addition to making the loan, sent cer- 
tain experts to the farm itself to determine the reasons 
why it was not supporting those who lived upon it. The 
Farm Security Administration proposes to set aside the sum 
of $15 a year, for each of these 500 farmers. It asks the 
Massachusetts Medical Society to act as trustee of this fund, 
and also to set up a schedule of fees. This $15 per family 
will represent a pool which will be divided into twelve 
parts, one for each month. This will make available 
$625 a month for payment of the doctors’ bills of these 
500 farmers. In the event that for any given month there 
is a surplus, when all the doctors’ bills for that month 
have been paid, that surplus shall be carried over and 
accredited to those months in which, for seasonable reasons, 
the drain on the fund would ordinarily be greater. In 
the event that the bills for any given month are greater 
than the amount contained in the pool, inclusive of that 
carried over from surpluses of previous months, there will 
be a pro rata reduction in the amount paid to doctors 
on their bills. This concerns medical service ordinarily 
dispensed by a general practitioner, and is exclusive of sur- 
gical operations, and so forth. The trustee shall receive 
$.50 per family per year for services rendered. 


The Committee on Public Relations looks with favor 
on this plan which has the endorsement of the American 
Medical Association. We do not now offer it for discus- 
sion, but merely for the information of the Council. 


ITEM II) 


We think we have it correctly when we say that old- 
line insurance companies are, at present, unwilling to go 
beyond the supplying of credits in the form of dollars, 
which may be used toward the costs of medical care. 
This attitude upon the part of old-line insurance com- 
panies has profoundly impressed the committee, and has 
greatly influenced its judgment in setting limitations on 
what it regards as the major recommendations of this 
report. An analysis of many such types of insurance con- 
tracts, originating in various old-line insurance companies, 
showed very little advantage possessed by one over the 
other. Such contracts, wherever they do appear, cannot 
and really do not differ at all, because they are all founded 
on the same tables and proceed from the same actuarial 
source. 


RECOMMENDATION II. The Committee on Public Rela- 
tions recommends approval of the principle of indemnity 
insurance as offered by old-line insurance companies, as 
representing one means of meeting the costs of medical 
care. 


ITEM IV 


The committee was greatly impressed by the releases 
which came from the Michigan State Medical Society 
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describing the forthright manner in which this organiza- 
tion proposed to meet the costs of medical care for those 
in the moderate and low-income groups. Correspondence 
with Dr. Foster, secretary of the Michigan State Medical 
Society, further elaborated and clarified these releases. 
We shall not enter at this time into the details of this 
plan. 

At this point the committee turned to a consideration 
of the tentative proposals as offered by Mr. R. F. Cahalane, 
director of Associated Hospital Service Corporation. As 
was pointed out by Mr. Cahalane these proposals were his, 
and did not emanate from the Associated Hospital Service 
Corporation. 

Evolving from these proposals the Committee on Public 
Relations offers the following principles upon which may 
be set up an insurance plan, by means of which the costs 
of medical care may be met for those in the low-income 
group. 


Section 1. Medical care plans should be on a volun- 
tary basis, and available to those of low incomes, as 
a means of financing the total costs of their medical 
care. By low incomes is meant family incomes in the 
aggregate up to $1500. 


Section 2. Such medical care in the beginning should 
be limited to that supplied to patients while in licensed 
hospitals. This assumes the enactment of pending 
legislation to vest control of hospital licensing in the 
Department of Public Health. The committee finds 
that there is some actuarial guidance for such a plan 
when so limited. There is no such guidance at the 
present time for extending medical care on an insurance 
basis to the home and to doctors’ offices. The com- 
mittee believes that out of the experience gained with 
this limited plan sufficient tables may be set up to 
enable the plan to be extended at a later date to include 
home and office care. 


Section 3. The Massachusetts Medical Society should 
assume the control and the direction of such a medical 
care plan. The responsibility for the success of this 
plan, however, should not be borne by the medical 
profession exclusively. Labor, industry, and the laity 
generally, the beneficiaries under such a plan, have 
a responsibility which must be assumed if such a plan 
is to succeed. 


Section 4. The actual management of such a plan 
shall be vested in a board of directors, the majority 
of whom shall be members of the Massachusetts Medical 
Society. These directors shall be nominated by the 
President and approved by the Council. The directors 
may be paid reasonable compensation for their services. 
Labor, industry, the law and the church might very 
well be represented on such a directorate. The com- 
bining of the business end of this medical care plan 
with that of a hospital-service corporation might very 
well result in a decreased overhead for both organiza- 
tions and in other advantages. 


Section 5. Payment of doctors’ fees should be on 
the basis of a fee schedule set by the board of direc- 
tors. 


Section 6. It may be said that there are two prin- 
cipal factors in determining fee schedules which must 
be nicely balanced one against the other. It is obvious 
that if the fee schedule is inadequate, the service will 
suffer, and if, on the other hand, the fee schedule is 
too high, the salability of the medical care contract 
will be reduced. It has become increasingly emphasized 
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that the insurance principle should be invoked to the 3. Non-profit basis of operation. 
end that medical care costs might be spread so evenly 
over a whole group as to represent no particular burden 
on any individual member of the group. If this is true 
then, in the insurance plan which we propose, the 
matter of fee schedules should not be approached in 5. That business management to be handled as deter- 
the spirit that the medical fees must be cut. The mined under Section 4. 
thought rather should be to keep the fees as high 
as is compatible with the salability of the individual 
insurance contract. The important thing is to bring 
good medical care to those who individually may not 
be able to purchase it in the open market. This effort RECOMMENDATION IV. The Committee on Public Rela- 
must not be hamstrung at the very outset by an in- tions moves that the Council of the Massachusetts Medical 
sistence on premiums so low as to make reasonable Society foster an attempt to obtain the necessary legislation; 
medical compensation impossible. with the very definite understanding that no system shall 
Section 7. The committee inclines toward the unit ¢ set up under such legislation until it is finally approved 
system as the method of choice in the payment of doc- by the Council of the Massachusetts Medical Society. 
tors’ bills. It does this because this seems the best way 
to maintain the insurance principle. The value of the 
unit will vary from month to month, or quarter to 


4. Declaration of such a plan as charitable and 
benevolent, and exempt from taxes of state, or 
political sub-division thereof. 


_Recommenpation III. The Committee on Public Rela- 
tions moves the adoption in principle of the medical care 
plan as outlined in the foregoing principles. 


The President, CHanninc FrorHincuam, Chairman. 


quarter, depending on the relation which the amount Barnstable Merrill E. Champion 
of doctors’ bills presented during that month or quarter Berkshire Patrick J. Sullivan 
will have to the amount of money taken in during Bristol North Francis H. Dunbar 
that period, after the administrative costs have been Bristol South Aubrey J. Pothier 
set aside. Essex North Elmer S. Bagnall, 
Section 8. Patients insured under this plan shall have *Essex South George K. — 
free choice of physician. Such physicians shall not Sreshiia Halbert G. Stetson 
necessarily be members of the Massachusetts Medical Stemend Patrick E : G 
tag “9 : pden atrick E. Gear 
a Bats gerry ~— gape — *Hampshire Lawrence N. Durgin 
oe rer ee ae oe ee S oe Middlesex East J. Harper Blaisdell 
physicians in the care of hospital patients shall be Middlesex North Michael A. Tighe, 
regulated by hospitals only to the extent to which they Vined habeas 
have always been regulated. Middlesex South David C. Dow 
Section 9. Such a medical care plan as herein out- Norfolk Francis P. McCarthy 
lined can only be set up under Massachusetts insurance Norfolk South William G. Curtis 
laws by a special act of the Legislature. This legis- Plymouth Charles D. McCann 
lation should provide: Suffolk Albert A. Hornor 
1. Enabling provisions Worcester Ernest L. Hunt 
‘ : Worcester North Harry R. Nye 


2. Adequate public control through the Department 
of Insurance. *Not present. 








880 


CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


ANTEMORTEM AND PostMoRTEM ReEcorps as UseEp 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


FOUNDED BY RICHARD C, CABOT, M.D. 


Tracy B. Matitory, M.D., Editor 





RICHARD CLARKE CABOT AND THE 
CLINICOPATHOLOGIC CONFERENCE* 


Ricuarp C. Casor, the founder of these exercises, 
died three days ago on May 8. It seems only fit- 
ting on this occasion to devote a few minutes of 
the hour to his memory. I can think of no more 
appropriate way to do this than to review briefly 
the history of these exercises which he developed 
and popularized till they have become one of the 
most characteristic features of American medical 
teaching. Let me read to you Dr. Cabot’s own 
version of the story, quoted from a recent letter 
to Dr. Frederic A. Washburn which will appear 
in full in Dr. Washburn’s forthcoming history of 
the Massachusetts General Hospital: 


In 1895 I began using, in private quiz exercises at 
my own office, some of the printed case histories which 
had been used by Dr. Frederick C. Shattuck on the 
examinations in clinical medicine. Through my asso- 
ciation with him I knew the outcome of these cases, 
sometimes by autopsy, sometimes by surgical opera- 
tion, and sometimes by lapse of time and clinical ob- 
servation. Later I began to use these same cases and 
others like them in exercises given at the Harvard 
Medical School to the third-year class, beginning about 
1900. In these exercises there was no association with 
the pathologist, and no demonstration of postmortem 
results. The exercises were given wholly by myself, 
though each student had a copy of the case, as in the 
clinicopathological exercises later begun. At the end 
of each case discussion, I simply told the class what 
the outcome of the case had been. Some of these cases 
never came to autopsy, and in those the therapeutic re- 
sult was often part of the evidence as to the diagno- 
sis. Therapeutics could therefore be more interestingly 
and appealingly discussed than in cases ending with 
autopsy. Seventy-eight of these cases, with questions 
about each, were published by me in 1906. 


As soon as I began to have the opportunities of ward 
service at the Massachusetts General Hospital, begin- 
ning with 1908, I was much impressed by the unde- 
sirable separation between the clinical men and the 
pathologists. One day I discovered in an old volume 
of bound records a case diagnosed as neurasthenia 
(nervous prostration), and looking at the final lines 
of the record saw that the patient had died and that an 
autopsy had been performed. Yet the diagnosis of 
neurasthenia still stood as the only clinical diagnosis, 


*Read at the clinicopathological conference at the Massachusetts General 


Hospital on May 11, 1939. 
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both on the record and in the index. This curious 
blunder aroused me so much that I went at once to 
the Pathological Laboratory and looked up the post 
mortem record of the case. I found that the patient 
had died of cancer of the pleura but had had neu 
rasthenic symptoms and vague intercostal pain, which 
had misled the clinicians. What especially impressed 
me was that the clinical diagnosis had never been 
changed, presumably because the clinicians were un 
aware of the postmortem result. 

Soon after this, at the beginning of the year 1910, | 
began, on my own initiative, to hold exercises with 
the house officers and medical visitors to the hospital 
—a weekly exercise in connection with Dr. J. Homer 
Wright, essentially like the later clinico 
pathological conferences. After the first few years Dr. 
Oscar Richardson succeeded Dr. Wright. In 1911 | 
published 100 case histories similar to those which | 
was using in the exercises just described, but not all 
with autopsy. Later in the same year | published 355 
case histories, most of them with postmortem, under 
the utle Differential Diagnosis, Volume 1, followed by 
317 further cases in 1914, as Volume II. Soon after 
this mv informal and voluntary exercises with the 
house officers and graduate students became a regular 
exercise for the third-year class in medicine. Later 
they were scheduled for the fourth-year class, and this 
continued up to my resignation as professor of clini- 
cal medicine in 1933. The exercises were then taken 
over by Dr. Tracy B. Mallory and given for and with 
the assistance of the whole medical and surgical staff 
and for the whole hospital population, interns and 
students as well as physicians, as they are at the pres- 
ent time, each member of the staff taking his turn at 
discussing a case. 


modeled 


In 1915 I began having the discussion of these cases 
taken down stenographically by my secretary, Miss 
O’Gorman, and sending the printed case records, in- 
cluding the clinical record, the discussion of the case, 
and the autopsy findings, to a list of physicians who 
had signified their desire to receive them. This list 
included not only physicians in the different parts of 
the United States, but a number in Europe, Asia and 
Australia. In this work I was assisted by Miss Florence 
Painter, who prepared the cases for the printer and 
attended to sending them out to our rather extensive 
mailing list. Later the same clinicopathological dis- 
cussions began to be published in the Boston Medical 
and Surgical Journal, now the New England Journal 
of Medicine, and this has been continued up to the 
present time |February, 1938]. 


Dr. Alan Gregg, Director for Medical Sciences 
of the Rockefeller Foundation, has said: “The 
clinicopathological conference is the wonder and 
admiration of many of our foreign visitors, who 
see in it a candor and fearlessness altogether to 
the credit of American medicine.” 

For these qualities Richard Cabot by his con- 
stant example for thirty-five years was unquestion- 
ably in large part responsible, and so long as clinics 
of this type continue here or elsewhere, he can 
never be forgotten. 

Tracy B. Mattory. 
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CASE 25211 
PRESENTATION OF CASE 


A. sixty-three-year-old white married insurance 
broker was admitted complaining of pains over 
the left shoulder blade and left upper arm. 

About five months before entry the patient no- 
ticed a gradual onset of dull aches and pains at 
the top and bottom of the left shoulder blade, 
which persisted for about two weeks. At this 
time, on getting out of his automobile, he experi- 
enced a severe sharp pain in the left shoulder 
blade and upper arm over the deltoid area. It 
was necessary for him to sit back in the car, and 
he broke out in cold perspiration. His physician 
made a diagnosis of bursitis and kept the shoulder 
strapped for four or five days. The arm was kept 
in a sling for several weeks and the pain practically 
disappeared. About two months after onset the 
patient went swimming, at which time his shoul- 
der again became painful. A few days later, after 
moving some furniture, more severe pains devel- 
oped. Six weeks before admission he suffered a 
very acute episode of pain in the shoulder blade 
and over the entire surface of the left upper arm, 
with a few aches in the left forearm. Diathermy 
treatment and massage were given, and the pa- 
tient sent home to bed. Following this he was 
restless, had persisting dull aches and pains, was 
constipated and began losing weight. Four days 
before entry an episode of severe pain recurred. 
He described it as a “grating” pain. It occasion- 
ally radiated from the shoulder blade through 
the chest and heart to the breast. There was no 
dyspnea or palpitation. The pain was accentu- 
ated by sneezing, coughing or movement. There 
was no paresthesia, numbness, or burning sensa- 
tion in the arm. On the day before admission 
there was another attack of severe non-radiating 
pain in the shoulder. He did not have headache. 
Heat and codeine finally gave relief. 


Physical examination showed a well-developed, 
moderately obese man complaining of pain in the 
left scapula and down the left arm to the elbow. 
Many pigmented moles were distributed over 
the body. Examination of the head and chest 
Was negative, as was that of the shoulders. The 
blood pressure was 125 systolic, 75 diastolic, in the 
left. arm, and 128 systolic, 80 diastolic, in the 
right arm. The abdomen was slightly distended 
with gas. There was moderate left costovertebral 
tenderness. No masses were palpable. Rectal ex- 
amination was negative. The prostate was nega- 
tive. There was moderate limitation of rotation 
of the cervical spine to both right and left. Neuro- 
logical examination was negative throughout, in- 
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cluding the arms. 
pable. 

The temperature was 99.5°F., the pulse 75, and 
the respirations 18. 

Examination of the urine was negative. A 
Bence-Jones protein test was negative. The blood 
showed a red-cell count of 5,660,000 with 95 per 
cent hemoglobin, and a white-cell count of 21,900 
with 58 per cent polymorphonuclears, 28 per cent 
small lymphocytes, 12 per cent mononuclears, 1 
per cent eosinophils and 1 per cent basophils. A 
blood Hinton test was negative. The serum cal- 
cium was 10.06 mg. per 100 cc., the phosphorus 
3.24 mg. and the phosphatase 3.16 Bodansky units. 
A lumbar puncture was negative. Two stool ex- 
aminations were guaiac negative. An electro- 
cardiogram showed a normal tracing. 


No lymph nodes were pal- 


X-ray films of the cervical spine, chest and left 
shoulder girdle revealed extensive destruction of 
the left first rib. The process was entirely osteo- 
lytic in nature, without any evidence of new-bone 
formation. The overlying soft tissues were in- 
creased in density, the lung field showing dimin- 
ished radiance. The head of the left humerus 
was deformed, due to an old incompletely united 
fracture. The heart shadow was prominent in 
the region of the left ventricle. The aorta was 
tortuous. Examination of the dorsolumbar spine 
and pelvis revealed no evidence of disease. There 
were multiple areas of calcification in the pros- 
tate. There was also calcification in the pelvic 
arteries. An intravenous pyelogram was negative. 

On the eleventh hospital day an operation was 
performed. 


DIFFERENTIAL DiaGnosis 


Dr. Granttey W. Taytor: This history is fairly 
extensive, but from it I get very little. In the past 
history there was pain, — which is perfectly ade- 
quately accounted for by finding the lesion in the 
rib, —- some constipation, and weight loss, which 
may be significant. At entry, there were many 
pigmented moles over the body,— which con- 
ceivably might have some significance,—an ab- 
normal white-cell count of 21,900 with not a pre- 
ponderance of polymorphonuclears; and no other 
significant findings except the x-ray films which 
are going to be of much use to us in the dis- 
cussion of the problem presented by this process. 

Destructive lesions in the bone are quite like a 
box of candy. You can shake and rattle and push 
it around, but until it is opened you cannot tell 
what is inside. It may be candy, it may be nuts 
or marbles. With lesions in the bone you cannot 
say whether you are dealing with a bone tumor, 
an inflammatory process or some process of a 
systemic or metabolic nature. You may be deal- 
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ing, furthermore, with destruction due to external 
pressure. The history may shed some light on 
what is going on, and you may get positive infor- 
mation from the laboratory data; but more often 
the history is noncommittal, the laboratory data 
fall within normal limits and you are shifted 
back to your hunch which was based on the 
x-ray film. 

Dr. RicHarp Scuatzkt: This, for comparison, 
is the first rib on the right side, which is com- 
pletely normal. The first rib on the left is only 
visible in the immediate paravertebral portion and 
in the region of the calcified cartilage adjoining 
the sternum. The rest of the rib is destroyed. In 
place of the rib there is this soft-tissue mass; there 
is no evidence of new-bone formation in the area 
of destruction. 


Dr. Taytor: Let us first give a little thought 
to the possibility of extrinsic pressure. We note 
with some interest that the surgeons took an elec- 
trocardiogram, I dare say because the pain was 
in the left shoulder and they wondered if it 
might have a cardiac origin. It is hard to think 
what kind of cardiac disease could destroy a rib 
unless it were an aneurysm, and it is difficult to 
consider aneurysm of the subclavian vessels with- 
out some definite abnormality on physical exam- 
ination in that area, which he lacked. Pressure 
from a soft-tissue tumor, such as a neurofibroma, 
would, it seems to me, also necessarily imply the 
presence of some mass which could be felt, and 
it might also be reasonably expected to have ex- 
erted pressure on some bone other than the first 
rib, such as the clavicle or a vertebra. I think 
that we can eliminate extrinsic pressure as a cause 
of this change. I believe that Dr. Schatzki will 
agree that this picture is not characteristic of 
the smooth appearance of the bone defect which 
is usually associated with extrinsic pressure. 


As regards the possible infections, we always 
must consider, in passing, osteomyelitis, tubercu- 
losis, syphilis and other less common types of in- 
fection. The temperature chart was well be- 
haved. There was no evidence of local inflam- 
matory change. The blood Hinton test was neg- 
ative, and again you see no evidence of bone re- 
generative changes such as might reasonably be 
expected in an infectious lesion. Let us also con- 
sider lesions such as Paget’s disease and osteitis 
fibrosa cystica which should manifest themselves 
in some alteration of the chemical constituents of 
the blood, which is not present in this case. It is 
a little surprising to me that an operation was per- 
formed, apparently with some security, without 
x-ray films of other parts of the skeleton; I cer- 
tainly should have been prompted to have had 
them taken. To be sure we have flat plates and 
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pyelograms which give access to a great deal more 
than was immediately investigated. These were 
negative. It is reasonable to suppose that this 
lesion is unique and not part of a widely dis- 
seminated process. 

We are thrown into the group of bone tumors, 
and I am not aware of any benign tumor which 
gives rise to a completely destructive lesion in 
that area. We sometimes see lesions such as 
hemangiomas which result in a great deal of bone 
destruction and often excite no real proliferative 
changes, but I think they would tend to manifest 
themselves at some earlier age than sixty-three. | 
think we must place our chief emphasis in diag- 
nosis on malignant lesions of the bone, either pri- 
mary or metastatic. Against its being metastatic 
are the facts that the lesion is unique, insofar as 
we know, that it does not have any other skeletal 
manifestations and that there is nothing in the 
history or physical findings to give grounds for 
suspecting a primary focus. With hypernephroma, 
we must realize that bizarre metastasis to bone 
is not unusual and that urological study often 
fails to reveal the presence of a primary lesion, 
which may be very small and may become appar- 
ent only a long while after the metastatic process 
has been recognized. When we turn to the pri- 
mary malignant tumors of bone, first and by all 
odds the commonest is osteogenic sarcoma, which 
almost invariably shows evidence of osteoplastic 
activity, very commonly associated with an ele- 
vated phosphatase reaction. It is worthwhile to 
consider that in osteogenic sarcoma the age in- 
stance tends to be lower, except in association 
with Paget’s disease of the bone; however, there 
is no evidence of Paget’s disease in the skeleton. 
Ewing’s tumor is also one that primarily occurs in 
a younger age group; its x-ray appearance is by 
no means characteristic, since it may simulate a 
considerable number of other bone conditions, but 
insofar as there is any common or frequent pic- 
ture of Ewing’s tumor, it does not coincide at all 
with this picture here. Primary Hodgkin’s dis- 
ease of the bone is rare; I know of no way of 
making a diagnosis except by biopsy or by mani- 
festations of Hodgkin’s disease elsewhere. Again, 
I should like to draw attention to the group of 
tumors described by Drs. Parker and Jackson* — 
the reticulum-cell sarcomas of the bone. Their 
series of 17 cases persuaded them that it was a 
disease chiefly of younger age groups, but I think 
with a small series of that sort you cannot say 
that it may not perfectly well also manifest itself 
in older people. There is no entirely character- 
istic x-ray picture, and no diagnostic feature in 


*Parker, F., Jr., and Jackson, H., Jr.: Primary reticulum cell sarcoma 
of bone. Surg., Gynec. & Obst. 68:45-53, 1939. 








Vol. 220 No. 21 
the peripheral blood smear which points to it. We 
must go back to that white-blood-cell count of 
21,900 with a relatively normal differential count. 
It certainly is not characteristic of infection and 
not, so far as I know, similar to the blood pic- 
ture associated with any primary neoplasm of 
the bone. Plasma-cell myeloma is described as 
occurring in a single bone, as opposed to the 
generalized form, but it should be associated with 
certain characteristic chemical changes in the blood 
or manifestations in the blood smear. The serum 
protein is not recorded, but they looked for Bence- 
Jones protein in the urine and failed to find it; 
there is no description of plasma cells in the cir- 
culating blood. 

I confess to being stuck. I think that this pa- 
tient was explored with the idea of finding what 
the diagnosis was and that the specimen passed 
to the pathologist, giving him the privilege of 
making a diagnosis. I vote first of all for 
reticulum-cell sarcoma of the bone, and second, 
for metastatic hypernephroma. 

Dr. Tracy B. Mattory: There was one other 
question that entered the differential diagnosis. 
Someone suggested Pancoast tumor. I wonder if 
Dr. Schatzki has an opinion about that. 

Dr. Scuarzki: Certainly the picture is not what 
was originally described by Pancoast. That was 
a tumor of the superior sulcus which involves the 
ribs secondarily and also produces a definite Hor- 
ner’s syndrome. The idea of a specific type of 
tumor or specific disease entity is being gradually 
abandoned. The Pancoast syndrome still holds, 
but this case does not fit it. 

Dr. Matiory: Dr. Simmons, have you any com- 
ment? 

Dr. Cuanninc C. Srmmons: I saw this case in 
consultation and know the diagnosis so that I do 
not think it is fair to say anything. My preopera- 
tive diagnosis was, first, plasma-cell myeloma or 
Ewing’s tumor, and second, a metastatic tumor, 
source undetermined. 

Dr. Howarp B. Spracue: It is of some interest 
that the cardiologist gets into this field once in 
a while because the patient has pain in the left 
arm. The story of acute attacks with radiation 
of pain into the chest, with sweating and col- 
lapse, brings up the question of coronary occlusion. 
I have had several rather similar cases. In this 
particular instance I saw the patient before x-ray 
study and said, “Take an x-ray film of the shoulder 
because I think he may have a tumor of the su- 
perior pulmonary sulcus.” I heard later, evidently 
incorrectly, that the x-ray plate had confirmed 
this diagnosis. That is all I know about the pa- 
tient. I assumed anyway that the case was distinctly 
out of my field. 
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PREOPERATIVE DiAGNOsIS 


Osteogenic tumor of rib. 


Dr. Taytor’s Dracnosis 


1. Reticulum-cell sarcoma. 
2. Metastatic hypernephroma. 


ANATOMICAL DIAGNOsIs 


Metastatic carcinoma. 


PaTHOLocIcAL Discussion 


Dr. Mattory: This patient was operated on by 
Dr. Edward D. Churchill, primarily, I believe, as 
Dr. Taylor suggested, for the purpose of biopsy 
and of making a diagnosis, but with the secondary 
thought that it was conceivable that there was an 
isolated tumor of the bone that might be cured 
if it proved to be resectable. An effort was made 
to resect the first rib, but it was found to be so 
completely destroyed by tumor that it fragmented 
with comparatively gentle traction, so it was not 
possible to take it all out. The central portion 
was removed and showed on section quite obvious 
metastatic adenocarcinoma. We were unable to 
state with any certainty the primary source. In 
the succeeding weeks that the patient remained in 
the hospital the search for the primary source 
was continued and finally something was found 
in the large bowel which Dr. Schatzki can show 
us. If I remember correctly, the members of the 
X-ray Department were not certain that the poly- 
poid lesion was malignant, but in view of the 
constant metastasis I think that it almost cer- 
tainly is. 

Dr. Taytor: It is of interest that he had nega- 
tive guaiac tests. The only thing that might have 
suggested the diagnosis was slight constipation and 
loss of weight, which were studied only to the 
extent of doing guaiac tests on the stools. 

Dr. Scuatzk1: There is very little visible on the 
big films of the colon. We have spot films which 
I suppose were taken over the junction of the 
descending colon with the sigmoid, where you 
can see a polypoid tumor measuring about 4 cm. 
in diameter. It has a relatively smooth surface, as 
do all polypoid tumors of the colon. It is usually 
possible to say whether a tumor is malignant, but 
it is never possible to be certain that it is benign. 

Dr. Taytor: A single metastasis to bone from 
the gastrointestinal tract occurs but it is relatively 
rare. We had an interesting patient who came 
to the Pondville Hospital with a tumor involv- 
ing the maxilla on which we were about to op- 
erate. In the past history we discovered that she 
had had a previous operation by Dr. Daniel F. 
Jones, at the Massachusetts General Hospital, and 
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looking into the history, we found that it was a 
primary carcinoma of the colon which had been 
resected. She had a metastasis to the maxilla, and 
that was the only metastasis that she had. 

Dr. Benjamin CastteMan: This patient now 
has another bone lesion. 

Dr. F. Dennetre Avams: Is the leukocyte count 
consistent, inconsistent or common in this type 
of disease? 

Dr. Matiory: I do not believe it helps one way 
or the other. 

Dr. Simmons: I should think it would not be 
of any value unless there were an ulcerative lesion 
in the colon. 





CASE 25212 
PRESENTATION OF CASE 


First Admission. A seventy-one-year-old widow 
was admitted complaining of hematuria. 

For about two months the patient had had bouts 
of hematuria. The amount of bleeding was not 
recorded. There had been no pain over the kid- 
neys, and no dysuria except for slight discomfort 
about the urethral meatus during the urinary bleed- 
ing. There was slight increase in frequency, but 
she had nocturia only once a night. There was 
some discomfort low in the spine. She had not 
lost. weight. 


Five years before admission she had had a hyster- 
ectomy and an “observation” cystoscopy, which was 
negative. She had had no symptoms referable 
to the abdomen or chest and no headaches. 

Physical examination showed a very obese woman 
in no distress. Examination of the head and chest 
was essentially negative. Examination of the ab- 
domen revealed no masses or spasm. Neither kid- 
ney was palpable, and there was no tenderness. 

The temperature was 99.8°F., the pulse 95, and 
the respirations 20. 

The urine was slightly hazy but contained no 
albumin. There were many red cells and a rare 
white cell per high-power field. 

An intravenous pyelogram showed a non-func- 
tioning right kidney and a normal left kidney. 
Parts of what appeared to be the right kidney 
outline were seen; it was unusual in shape and 
small. No calculi were visualized in the urinary 
tract. Cystoscopy and a retrograde pyelogram re- 
vealed a nen-opaque obstruction in the lower end 
of the right ureter. Operation was advised but 
refused, and the patient was discharged on the 
day of admission. 

Second Admission (three weeks later). Follow- 
ing discharge the patient had been very well and 
had had no pain. She had had hematuria on two 
occasions, with slight associated weakness. 


May 25, 1939 


Physical examination was negative, except for 
slight tenderness in the right upper quadrant. The 
blood pressure was 150 systolic, 90 diastolic. 

The temperature was 98.6°F., the pulse 80, and 
the respirations 20. 

Examination of the urine showed a specific grav- 
ity of 1.022, a slight trace of albumin, 100 red 
cells and 8 white cells per high-power field, and 
no casts. The blood showed a red-cell count of 
4,000,000 with 70 per cent hemoglobin, and a white- 
cell count of 11,700 with 67 per cent polymorpho- 
nuclears. The nonprotein nitrogen of the serum 
was 24 mg. per 100 cc., the uric acid 5.9 mg. and 
the protein 7.0 gm. 

A retrograde pyelogram showed that the left 
ureteral catheter extended to the kidney pelvis. 
The right was obstructed 2 cm. from the uretero- 
vesical orifice. No stones were seen in this area. 
After injection on the right side most of the dye 
returned to the urinary bladder. A sufficient quan- 
tity passed up the ureter, however, to outline an 
oval filling defect in the ureter just above the 
tip of the catheter. This filling defect was about 
1 cm. in width and 1.5 cm. in length. Its long 
axis was in the course of the ureter, and it had 
the appearance of a non-opaque stone. 

On the fifth hospital day a cystoscopic examina- 
tion showed an essentially normal bladder ex- 
cept that the intravesical portion of the right 
ureter was unusually enlarged and reddened. Ad- 
herent to the right ureteral orifice, which was 
also unusually prominent, was a large blood clot. 
It was impossible to pass a catheter more than 
0.25 cm. up from the right ureteral orifice, and 
dye could not be injected through it. Two days 
later the cystoscope was again passed, and with 
cystoscopic rongeurs the mass of red tissue which 
protruded from the right ureteral orifice was grad- 
ually dissected. It was unusually tenacious for a 
blood clot and a specimen was taken for biopsy. 
This showed acute and chronic inflammation, with 
hemorrhage. As soon as this mass had been re- 
moved it was possible to pass a No. 6 catheter 
about 0.5 cm. up the right ureter, where it met 
obstruction. No fluid could be recovered through 
the catheter from this area. On the tenth hos- 
pital day an operation was performed. 


DitFERENTIAL DiaGNnosis 


Dr. Georce G. Situ: The situation here seems 
to be that of an elderly woman who came in 
with very few symptoms except recurring hemat- 
uria, a symptom that always must be taken seri- 
ously and investigated. She evidently had had 
very little infection because her temperature had 
been normal. The urine contained only a few 
white cells but many red cells. No tenderness 
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was present, which would seem to suggest that if 
there were an obstruction on the right side it 
had become so chronic that the kidney pelvis had 
lost its power to contract against the obstruction 
and hence could no longer cause pain. She had 
never had any pain over the right kidney or any 
history of renal colic, which would seem to sug- 
vest that if there were an obstruction in the right 
ureter it had come on gradually, and hence was 
not the type one would expect to accompany the 
passage of a ureteral calculus. 

The kidney which has lost its function must 
have done so either because of some destructive 
process in the kidney, such as an old tuberculosis 
or a chronic pyelonephritis of years’ standing, 
which had destroyed the kidney tissue or because 
of an obstruction of the ureter which, through back 
pressure, had prevented the kidney from function- 
ing. Which of these things is the case here, I am 
not just sure, although the fact that the right 
kidney outline was unusual in shape but small 
would seem to suggest a chronic inflammatory 
process. Of course you might get a congenital 
atrophic kidney which would cause such a pic- 
ture, but if there were a hydronephrosis which was 
responsible for the inability of the kidney to put 
out the opaque medium we should expect to find 
a large kidney instead of a small one and _ prob- 
ably a tender kidney, although a long-standing 
hydronephrosis does not continue to be tender in 
many cases. 

The right kidney disease and the bleeding cer- 
tainly did not come from the bladder, and cystos- 
copy was of no help in determining the source 
of the bleeding for at the time of examination 
the bleeding had stopped. The record does not 
say Whether the catheter was passed by the ob- 
struction, but from the fact that she did not have 
a good retrograde pyelogram I think we must as- 
sume that it did not. 

May I see the x-ray films? 

Dr. Tracy B. Matrtory: They have disap- 
peared. 

Dr. Smitu: Non-opaque stones are really quite 
rare, and as time goes on we find fewer and 
them. Furthermore, there are some 
things about this case which are rather against 
stone. There was no history of acute renal colic. 
This is not necessary, but we find it in a very 
large proportion of cases with impacted renal stone, 
particularly if the stone has been there long enough 
to cause destruction of the kidney. Another thing 
which one might think of is a blood clot; how- 
ever, the duration of the symptoms seems to have 
been too long. It might possibly be due to a pri- 
mary tumor in the lower ureter or a tumor which 
was secondary to papillary carcinoma of the renal 
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pelvis, which as you know is very prone to metas- 
tasize down the ureter. One of the findings which 
makes me suspect tumor of the ureter is the rather 
profuse bleeding of the tumor when the catheter 
was poked against the obstruction. The tarry 
thick blood from the ureter coming out in a slow 
oozing stream is also strongly suggestive. If you 
get bleeding on passing a catheter into the ureter 
and then the catheter goes a little farther and 
you drain clear urine, you can be strongly sus- 
picious of a ureteral neoplasm, but we do not 
have that information here. 

I think one might have obtained a little in- 
formation from vaginal examination. The ob- 
struction was very low, and one probably could 
have felt the Base of the bladder very plainly and 
could have palpated a mass in the region of the 
lower ureter. 

I believe that the diagnosis lies between stone 
and tumor of the ureter, either primary or second- 
ary to tumor in the kidney. One gets a good deal 
of information in these cases from doing the 
cystoscopy oneself, particularly from the way the 
catheter goes into the ureter and from how the 
obstruction feels when one gets against it. With 
a stone, by persistent attempts, one can usually pass 
a catheter, and the fact that on all three occasions 
no catheter was passed makes me think that, with 
the destroyed kidney, the impassable obstruction, 
the rather profuse bleeding on instrumentation and 
the bleeding preceding cystoscopy, the obstruc- 
tion is more likely to have been due to tumor 
of the ureter than to a stone. 

Dr. Mattory: Dr. Kelley, have you any com- 
ment? 

Dr. Sytvester B. Kerrey: I am the one who 
missed the diagnosis on this woman. It was dif- 
ficult for me to forget my first impression of her. 
She came to see me a number of years ago, com- 
plaining of intermittent bleeding, and at that 
time we passed a catheter 4 cm. up the ureter 
to outline an oval shadow previously described by 
x-ray study. My thought was that it was a non- 
opaque stone. Because of economic reasons she de- 
clined an operation as long as she was not in great 
discomfort. However, the bleeding persisted, and 
she came back about the first of this year for an- 
other examination. At that time we cystoscoped 
her and I thought the appearance of blood clot 
protruding from the ureter was very unusual. It 
did not look like a normal blood clot but as if 
fibrous tissue had invaded it. In view of the 
negative biopsy, however, I still thought she might 
have a stone in the lower ureter and proceeded 
to operate. Through a Gibson incision we ex- 
posed the ureter, not without some difficulty be- 
cause of adhesions. It was larger than the size 
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of my thumb, and very much bound down as far 
up toward the kidney and as far down toward 
the bladder as I could reach. There was a smal 
abscess in it which I opened. No stones of course 
were demonstrable. I called Dr. Mallory over to 
do a frozen section on the wall of the ureter, and 
he told us that it was probably carcinoma. In view 
of the condition locally it was unwise to remove 
the ureter or consider a nephrectomy, so the wound 
was closed. 

The patient made an uneventful convalescence 
and is now fairly comfortable, up around the house, 
doing housework and not in any great discom- 
fort. She does pass a little blood now and then, 
but that does not interfere with her comfort. I 
do not regret that I did not attempt to remove 
the ureter. The only further course is to give 
x-ray therapy if the bleeding becomes bothersome. 


CurnicaL Diacnosis 


Right ureteral calculus. 


May 25, 1939 


Dr. Smitu’s Diacnosis 


Ureteral neoplasm. 


ANATOMICAL DIAGNOsIS 


Epidermoid carcinoma of the ureter. 


PaTHOLOcICcAL Discussion 


Dr. Matiory: A very considerable and diffuse 
enlargement of the ureter was found, as Dr. Kelley 
described, and sections show a very extensive, highly 
malignant carcinoma, apparently of the squamous- 
cell type. I do not believe that from the data on 
hand we can say whether it was primary in the 
ureter or had extended down from the kidney. 
I have not had enough experience with squamous- 
cell carcinoma of the renal pelvis to know whether 
it runs down the ureter like a papillary carcinoma. 
I have not seen it do so and would not expect 
it, but this condition is so rare that my experi- 
ence is very limited. 
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THE WORCESTER DISTRICT 
MEDICAL SOCIETY MOBILIZES 


For many years all sorts of theories have been 
advanced and experiments made for the purpose 
of improving the quality and increasing the scope 
of medical practice which have not been approved 
by organized medicine, and lately, the federal 
government has indicated its intention to attempt 
a solution of the problems incident to the medical 
care of certain groups of the people by methods 
which have not been in harmony with the ideals 
of the profession. 

The consensus of physicians is that the profession 
can solve its own problems and in conformity with 
this sentiment, the American Medical Association 
has suggested the study of conditions existing in 
counties throughout the nation in order to permit 
the accumulation of factual data and opinions as 
to details of procedure which may be applicable 


EDITORIALS 


887 


to the needs of such communities, with the under- 
standing that it may be impossible to devise one 
universal plan which could be made workable in 
all sections of the country. 

A notable response to the recommendation of 
the American Medical Association has been the 
action of a committee appointed by the Worcester 
District Medical Society consisting of twenty-five 
physicians of Worcester and six nearby towns un- 
der the chairmanship of Dr. James C. McCann. 
Indicative of the quality of this study is the list 
of co-operating agencies, which include 226 physi- 
cians, 43 dentists, 14 nursing groups, 37 pharmacies, 
16 hospitals, 15 departments of health, 7 educa- 
tional institutions, 14 superintendents of schools, 
20 boards of welfare, 29 private welfare bodies, 
the Young Women’s Christian Association, the 
Worcester Girls’ Club, the Worcester Employment 
Agency, the Worcester Swedish Girls’ Club, the 
Society for the Prevention of Cruelty to Children, 
the Worcester Child Guidance Clinic and the 
Worcester Associated Charities. The committee 
made its report to the Worcester District Medical 
Society at the annual meeting on May 10, and 
it was published in the May 2 issue of the 
Worcester Medical News, the official publication 
of the Worcester District Medical Society. 

The report concerns a population of 433,000 per- 
sons supplied with 1892 hospital beds, 450 physi- 
cians, 225 dentists, 109 pharmacies and a large 
corps of nurses. In this area 6304 patients dur- 
ing the year were referred to hospitals and clinics, 
and 14,941 were treated free in doctors’ offices, 
homes and hospitals. Dispensaries and clinics gave 
18,385 hours of service. In 25 per cent of 2678 de- 
liveries by 87 physicians no fee was charged. It 
was estimated that 20 per cent of the service given 
by physicians in this region was free. Only 213 
cases reported by all groups, exclusive of the school 
population, were reported as unable to secure 
needed service. This shows that those who are 
sick in the section under investigation are well 
supplied with medical care and that doctors are 
contributing a large proportion of time without 
remuneration, but it does not show why these 
non-paying patients are unable to pay some pro- 


portion of the doctors’ fees. 
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As one reads the report the impression is gained 
that any inadequacies of medical care could be 
overcome if reported to the proper authorities and 
requests made for the formation of plans for the 
payment of doctors’ charges from tax funds. One 
significant opinion expressed in this report is that 
higher quality of service will be secured for the 
indigent if the free choice of the physician is as- 
sured and if the payment of the doctor at estab- 
lished rates from tax funds is made. The large 
number of defects found among the school pop- 
ulation is explained by the ignorance and apathy 
of parents, and it is pointed out that the medical 
profession should have the facts reported to the 
proper authorities. 

In dealing with the problems of the low-income 
group, some form of voluntary insurance is recom- 
mended, and in order to develop efficiency in car- 
rying forward the necessary administrative and 
correctional procedures, elaborate details of organi- 
zation are set forth. 

Taken as a whole, this report is an illuminating 
compilation of factual data, with sound conclusions 
and recommendations of procedure, and reflects 
credit on the committee which has the honor of 
presenting the first report to a district society in 
Massachusetts and through this channel to the 
Massachusetts Medical Society. 

The Worcester District Medical Society accepted 
the report and voted to authorize its president to 
appoint a continuing committee for further study 
and such action as may be indicated. 

The next question is, What will come of it? Will 
it be pigeon-holed as an example of work well 
done, or will it stimulate a determination to carry 
forward permanent working organizations de- 
signed to solve the questions before the profession 
and the public? Here is an opportunity to dem- 
onstrate the ability of the profession to assume 
leadership in bringing order out of a complicated 


situation. 





NATIONAL TUBERCULOSIS 
ASSOCIATION MEETING IN BOSTON 
Since its foundation in 1904, the National Tuber- 


culosis Association has met in Boston only once, 
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in 1918, and we take this oppertunity to welcome 
the Association to Boston for its thirty-fifth annual 
meeting. 

The National Tuberculosis Association, organ- 
ized and maintained by public-spirited laymen and 
physicians and supported by funds derived from 
the sale of Christmas Seals, is one of the largest 
and most important voluntary associations in the 
United States. Its chief objects are to promote 
the investigation of tuberculosis, to disseminate in- 
formation to the medical profession and the lay 
public concerning the prevention and control of 
the disease and to arouse concerted community 
action against it. 

There has been a consistent decline in the death 
rate from tuberculosis in the United States — 
from a rate of nearly 200 per 100,000 population 
in 1900 to a probable rate of below 50 for the year 
1938. This favorable trend may in part be as- 
cribed to the educational influence of the Associa- 
tion and its numerous afhliates. The promotion 
of case-finding and the encouragement of adequate 
hospitalization of the tuberculous throughout the 
country are important factors. 

The program of the annual meeting is published 
elsewhere in this issue of the Journal. The meet- 
ings are open to all. Physicians are especially wel- 
come and may avail themselves of this opportunity 
to become familiar with advances in the study of 
tuberculosis and allied problems by attending the 
conference. 

The medical clinics at local hospitals on Wednes- 
day afternoon are featured for the first time dur- 
a meeting of the Association. As the seat- 


ing 
ing capacity is limited, tickets should be secured 
in advance. 


MASSACHUSETTS MEDICAL SOCIETY 


ANNUAL MEETING OF THE COUNCIL 
The annual meeting of the Council will be held 
on the stage of the Municipal Memorial Audi- 


torium, Worcester, on Wednesday, June 7, at 
10:30 a. m. 


Business: 


1. Presentation of record of special meeting 
held April 26, 1939, as published in the 
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May 25, 1939. 
2. Nominating Committee retires to deliberate. 
3. Reports of standing committees and special 


committees. 

4. Reports of committees to consider petitions 
for restoration to the privileges of fellow- 
ship and new committees to be appointed. 

5. Election of officers and orator by ballot. 

6. Appointment of committees for ensuing vear, 
both standing and special. 

7. Proposed changes in by-laws. 

%. Incidental business. 


ALEXANDER S. Beco, Secretary. 
Councilors are asked to sign one of the two attendance 


books before the meeting. The Cotting Luncheon will be 
served immediately after the meeting. 





ANNUAL MEETING NEWS 


The Ladies’ Committee for the annual meet- 
ing of the Massachusetts Medical Society to be 
held in Worcester, June 6, 7 and 8, is looking for- 
ward with great pleasure toward welcoming the 
visiting ladies. 

Several interesting and enjoyable events have 
been planned. On Tuesday a bus will take us to 
the Worcester Country Club for lunch. After 
lunch we shall visit two very lovely gardens. Mrs. 
Herbert P. Emory has graciously consented to 
open her country estate. The wild-flower plant- 
ing, shrubs and trees, together with many peren- 
nials, constitute an unusually charming garden 
with something of an old-fashioned atmosphere. 
From Mrs. Emory’s we shall go to Mrs. Homer 
Gage’s estate. Mrs. Gage is a most cordial hostess 
and we are indebted to her for welcoming us 
to her garden, famous for its iris, roses, perennials 
and a unique Japanese garden with a_ brook, 
bridges and a real Japanese teahouse. 

Dinner has been arranged at the Worcester Club 
at six-fifteen Monday evening, following which we 
shall be welcomed at the Shattuck Lecture to be 
held in the Hotel Bancroft. 

On Wednesday at noon a bus will take us to 
“The Red Barn” in old Boylston for lunch and 
then on to Harvard, to visit three very interesting 
museums: “Fruitlands,” the old home of the Al- 
cott family and the cradle of the transcendentalist 
movement; the Shaker exhibit, complete with ex- 
hibits of their industries, ways of living and 
clothes; and finally, the American Indian Mu- 
seum, which is considered by many the best of 
its kind in the country. Tea will be served at the 
Museum Tea Room. 

In the evening we shall have the opportunity of 
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hearing the speakers at the annual dinner at the 
Hotel Bancroft. 

We shall be very grateful if the women who 
plan to attend these events will send in their 
names, on the blanks which are attached to the 
advance programs, at the earliest possible date. 

Mrs. Cuarres A. Sparrow, Chairman. 





SECTION OF OBSTETRICS 
AND GYNECOLOG Y* 
RayMonp §. Tirus, M.D., Secretary 


330 Dartmouth Street 
Boston 


a 
BLEEDING IN THE PUERPERIUM 


Mrs. E. P. D., a twenty-year-old gravida II, 
started flowing rather freely on the thirteenth day 
following a cesarean section. 


The familial history was unimportant. The 
patient’s previous illnesses included scarlet fever, 
measles, whooping cough and chickenpox. She 
had had rheumatic fever at the age of seven, which 
lasted for four months, but had had no further 
trouble after the removal of her tonsils. She 
underwent an appendectomy at the age of fifteen. 
Catamenia began at eleven, were regular with a 
twenty-eight-day cycle, but always lasting nine 
or ten days, with a great deal of pain on the first 
day. Her last period was September 20, 1934, 
making the expected date of confinement June 27. 
The previous pregnancy in November, 1933, had 
resulted in a dead baby following version after an 
unsuccessful attempt at forceps delivery. 

The present pregnancy had been uneventful. 
Physical examination was normal; her highest 
blood pressure was 118 systolic, 75 diastolic, and 
she had gained 20 Ib. A cesarean was elected on 
June 22 because of the previous history and _be- 
cause the presenting part was not engaged and 
the child was estimated to be larger than 8 lb. The 
baby weighed § Ib. 9 oz. 

The convalescence was uneventful until the 
thirteenth day when she began to flow very freely 
after she had been up. The blood examination 
six days after operation showed a_red-blood-cell 
count of 3,920,000 and a hemoglobin of 73 per cent. 
The day after the first bleeding the red-cell count 
was 3,100,000, and the hemoglobin 65 per cent. 
There was a moderate amount of bleeding for sev- 
eral days after the initial hemorrhage; each day, 
small clots, the size of a walnut, were passed and 
four to five pads were moderately saturated. The 

*A series of selected case histories by members of the sec 


published weekly Comments and questions by subscribers are s« 
ind will be discussed by members of the section. 
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treatment was entirely conservative, oxytocics and 
rest in bed being prescribed. The red-cell count 
five days after the original bleeding had increased 
to 4,600,000, and the hemoglobin to 78 per cent. 


Comment. Routine examinations of the blood 
before operation are very helpful in determining 
the amount of blood that is lost during and after 
operation. The same is true of blood examina- 
tions before delivery, early in the puerperium and 
following any hemorrhage that may subsequently 
occur. 

The drop in this case was not serious, as the 
red-cell count only went down to 3,100,000 and 
the hemoglobin to 65 per cent. In spite of hemor- 
rhage which seemed rather alarming, the blood 
examination showed that the loss was not serious. 
One should hesitate a little bit more about enter- 
ing a uterus that bleeds after cesarean section than 
one does with a uterus that bleeds after normal 
labor, but conservatism in treating these cases 
should not be carried too far. Blood examinations 
furnish intelligent checks. In this case, if the blood 
picture had shown a marked secondary anemia 
or if subsequent hemorrhage had occurred, the 
uterus of necessity would have had to have been 
invaded, for in no other way can such hemor- 
rhage be controlled. 





DEATHS 


BROWN — Harry Brown, M.D., of Cottage Street, 
Whitinsville, died May 7. He was in his sixty-ninth year. 

Born in Somersworth, New Hampshire, he attended 
St. Paul’s School and Governor Dummer Academy. He 
received his degree from the University of Vermont Col- 
lege of Medicine in 1895. Dr. Brown aiso attended the 
Massachusetts Institute of Technology and had received 
training in several New York City hospitals; at one time 
he was connected with the Sing Sing Prison Hospital in 
Ossining, New York. He was formerly affiliated with 
the Massachusetts General Hospital, and he had practiced 
medicine in Boston before going to Whitinsville. 

His fellowships included those in the Massachusetts 
Medical Society and the American Medical Association. 

His widow, a daughter and a grandson survive him. 





La FORTUNE — Witrrep T. La Fortune, M.D., of 
Fairmount Place, Fitchburg, died May 8. He was in his 
fifty-third year. 

Born in Adams, he graduated from the University of 
Maryland, and received his degree from the Baltimore 
Medical College in 1910. After serving his internship 
at the Maryland General Hospital he started practice in 
Fitchburg in 1911. For twenty-two months he served in 
the United States Army during the World War. 

He was a member of the Massachusetts Medical So- 
ciety and the American Medical Association. 

His widow and two sisters survive him. 





LOWELL —Atsert F. Lowert, M.D., of Gardner, 
died May 14. He was in his sixty-fifth year. 
Born in Burlington, Vermont, he received his degree 
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from the University of Vermont College of Medicine in 
1900, and had practiced in Gardner since 1901. 

Dr. Lowell had been senior surgeon of the Henry Hey- 
wood Memorial Hospital and consulting surgeon at the 
State Hospital for the Insane at East Gardner, the Tem- 
pleton Branch of the Walter E. Fernald School and the 
Peterboro (New Hampshire) Hospital. For a long time he 
also served as surgeon for the Boston and Maine Railroad. 

His fellowships included the Massachusetts Medical 
Society, the American Medical Association and the Amer- 
ican College of Surgeons. He was a member of the Mass- 
achusetts governing board of the Gorgas Memorial Insti- 
tution, and from 1910 to 1921 was associate medical exam- 
iner in the second Worcester district. 





MYRICK — Atrrep W. Myrick, M.D., of North Main 
Street, Randolph, died May 10. He was in his fifty-sixth 
year. 

Born in Kingston, he received his degree from Tufts 
College Medical School in 1909. Dr. Myrick had prac- 
ticed in Randolph for twenty-five years and served as a 
captain in the medical corps during the World War. 

He was a fellow of the Massachusetts Medical Society 
and of the American Medical Association. 

His widow and a brother survive him. 





NEW HAMPSHIRE MEDICAL SOCIETY 
ONE HUNDRED AND FORTY-EIGHTH 
ANNUAL MEETING 
Hotei Carpenter, MANCHESTER, N. H., THurspAY AND 
Fripay, JUNE 8-9, 1939 
WEDNESDAY, JUNE 7 
7:30 p. m. D.S.T. 
HOUSE OF DELEGATES 
Speaker, William J. P. Dye, Wolfeboro. 
Vice-speaker, Fred Fernald, Nottingham. 


Delegates from New England Societies 
Maine: George L. Pratt, Farmington. 
Vermont: Wayne Griffith, Chester. 


Massachusetts: 
Edward A. Adams, Fitchburg. 
Thomas R. Donovan, Fitchburg. 


Rhode Island: 
Philip Batchelder, Providence. 
Orland Smith, Pawtucket. 


Connecticut: 
Thacher W. Worthen, Hartford. 
Paul R. Felt, Middletown. 


~ * * 


TuHurspay, JUNE 8 


9:30 a. m. pD.s.T. 


ROUND TABLE CONFERENCES 
Medicine: Use and abuse of the pituitary sex hormones. 


Loren F. Richards, Nashua. 

Surgery: Common fractures. Daniel J. Sullivan, Man- 
chester. 

Pediatrics: Pulmonary infections in childhood. Mac- 
Lean J. Gill, Concord. 
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Obstetrics: Management of abnormal presentations. 
Norris H. Robertson, Keene. 


11:30 a. m. 


ROUND TABLE CONFERENCES 


Medicine: Backache. Jeremiah J. Morin, Rochester. 
Surgery: Hernia. James B. Woodman, Franklin. 
Eye: Abnormal position of the head due to ocular 
disturbances. Alfred Bielschowsky, Hanover. 
Birth Control: Indications for and techniques of con- 
traception. Eric M. Matsner, New York City. 
2:00 p. m. 
Symposium on Neurology. 
a. Treatment of Epilepsy and Migraine. William 
G. Lennox, Boston. 


b. Neurosyphilis and Its Treatment. H. Houston 
Merritt, Boston. 
c. Treatment of Paralysis Agitans and Athetosts. 
Tracy J. Putnam, Boston. 
Proctologic Problems of the General Practitioner and 
the Surgeon. Louis A. Buie, Rochester, Minn. 


* * ball 


Fripay, JUNE 9 


9:30 a. m. D.S.T. 


ROUND TABLE CONFERENCES 


Medicine: Home deliveries in rural sections. Forrest 


B. Argue, Pittsfield. 
Surgery: Methods of urography. John P. Bowler and 
Leslie K. Sycamore, Hanover. 


Anesthesia: Some misadventures of anesthesiology. 
A. Frederick Erdmann, Lisbon. 

Nose and Throat: Diseases of the nasopharynx. 
Adolphe J. Provost, Manchester. 


11:00 a. m. 


Introduction of Visiting Delegates. 


Medical Problems of the Day. Rock Sleyster, Wauwa- 
tosa, Wisconsin, president, American Medical As- 
sociation. 


2:00 p. m. 


Report of House of Delegates. 
Report of Trustees. 


The Development of Socialized Pharmacy in the 


United States. George A. Moulton, Peterborough. 
Clinical Phases of General Surgery. W. Wayne Bab- 
cock, Philadelphia. 


Control of Syphilis. Raymond A. Vonderlehr, Wash- 
ington, District of Columbia, Assistant Surgeon 
General, United States Public Health Service. 

6:30 p. m. 
THE BANQUET 

Introduction of President-Elect. 

Guest Speakers 
Dr. Clarence O. Coburn, president, New Hamp- 

shire Medical Society. 
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Hon. Charles W. Tobey. 
Dr. Rock Sleyster, president, 
Association. 


American Medical 


Coburn’s Canaries. 


Manchester String Ensemble. 





MISCELLANY 
THE COMMITTEE OF PHYSICIANS 


The following abstract of a statement issued by the 
Committee of Physicians for the Improvement of Medical 
Care, Incorporated, has been recently released. 


* * es 


The members of the committee have embarked on the 
second phase of its work, tne critical analysis of general 
or national movements toward the reorganization of 
medical care. It is their intention to subject to scrutiny 
and to expose to the light of public opinion and more 
especially to the physicians of this country, projects or ac- 
tions of government or of organized medical or lay groups. 

They have felt constrained to adopt an uncompromising 
attitude toward projects or measures that obviously violate 
the fundamental ends for which they have united, name- 
ly the protection and improvement of the quality of medi- 
cal care. But they are equally solicitous that no systems 
be imposed of such uniform and stereotyped patterns that 
experiment and evolutionary development will be deterred. 
In fact, they have proclaimed interest in education and in- 
vestigation, establishment, maintenance and improvement 
of standards of competence and merit, the need for ex- 
pert control, all features that are incompatible with 
static uniformity. 


THE Wacner BILt Anp Its IMPLICATIONS 


The introduction of the Wagner Bill will undoubtedly 
accelerate movements that have already begun to initiate 
projects and to promote legislation dealing with the re- 
organization of medical services. It is therefore impera- 
tive that some attempt be made by the medical profession 
to develop a constructive point of view in order to protect 
the best interests of physicians and patients before legis- 
lative action is consummated. 

In the present statement about the Wagner Bill, atten- 
tion is confined chiefly to those provisions which, in the 
opinion of the committee, should be modified or imple- 
mented if legislation, under the terms of this bill, is to 
improve the quality, and, not merely to increase the quan- 
uty, of medical care. 


Administrative Authority 

This committee has, in the past, repeatedly asserted that 
the various departments of the Federal Government, hav- 
ing to do with health, should be consolidated. The ad- 
vantages of co-ordinated action have been well illustrated 
by the effective work of the Interdepartmental Committee 
and its Technical Committee. Similar co-ordination 
would seem to be essential to the success of a compre- 
hensive health program. It is therefore urgently recom- 
mended that all titles except XIV, which deals with: dis- 
ability benefits, be placed under a single authority, to be 
established. 


Advisory Bodies 
It would be advisable to have under both federal and 


state authorities, central advisory councils to promote the 
integration of the program as a whole. It may be nec- 
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essary to establish, under these central councils, expert 
bodies of a similar nature to deal with special aspects of 
the program. 

These councils should contain representatives of all pro- 
fessional groups concerned. The medical delegation should 
include representatives from educational and scientific or- 
ganizations or institutions. It may be necessary or advis- 
able to add lay representatives to present the case of the 
consumer and the taxpayer. But representation of spe- 
cial interests should be subordinated to the more impor- 
tant point of assembling outstanding persons with imagi- 
nation, intelligence, expert knowledge and critical judg- 
ment. 


Medical Care for the Medically Need 

General Organization. Public-health services for all 
groups of the population should be placed under the con- 
trol of trained, expert, salaried full-time officers selected 
on the basis of merit. 


Qualifications Under the Means Test. \t a program to 
provide care for the medically needy is to function, it 
must be predicated upon the total population requiring 
service, with payment estimated on a per capita basis. 
(This was the principle of the Technical Committee's 
Proposal 3.) If expenditures are contingent upon ill 
ness, there will be a tendency to reduce services to a mini- 
mum and to impose obstacles to qualifications. The ob- 
jective should be to provide care for all those that require 
it, not merely for those who demand it. Some system 
will have to be devised for the registration of those entitled 
to tax-supported care. But methods must be found where- 
by they may be qualified with expedition and without 
indignity. 

The Components of Medical Care. This committee has 
already declared that programs should include all the 
necessary components of medical care: (1) adequate 
public-health services; (2) services of a general practition- 
er; (3) services of specialists and consultants; (4) access 
to modern diagnostic and therapeutic facilities; (5) provi- 
sions for hospitalization. 

There must, of necessity, also be some machinery to in- 
tegrate and correlate these components. 


Hospitals and Health Centers. The Wagner Bill pro- 
poses new expenditures for hospitals and health centers. 
There can be no doubt that there is need for further in- 
stitutions of this kind. However, every effort should be 
made to utilize to the utmost private and public facilities 
that are already available. 

In order that existing institutions may become eligible 
for government aid, they should be properly equipped to 
provide the services for which they are intended. 

The hospitals must be staffed by qualified physicians 
and surgeons, and no person should be allowed to assume 
professional obligations for which he has not demonstrated 
competence. Standards similar to those of the American 
boards for certification of physicians as specialists might 
be established. 

If standards of competence are established as qualifica- 
tions for appointment to the staff of these hospitals and 
centers, every effort should be made to permit those who 
can meet these qualifications to participate in the activi- 
ties of these hospitals and centers and to utilize their facili- 
ties. Under the present system, in many communities 
throughout the country, highly competent young surgeons 
and specialists are excluded from the local hospitals which, 
although presumably quasi-public, philanthropic institu- 
tions, are controlled by small groups of physicians and 
surgeons, virtually as personal vested interests. This tends 
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to impair their educational value, to deter physicians from 
taking full advantage of their facilities, and discourages 
highly trained men from establishing themselves in prac- 
tice in these communities. 

Special consideration should be given to large general 
hospitals and teaching institutions, which may require 
treatment different from that accorded to small community 
hospitals. 

No grants-in-aid should be permitted to go to the sup 
port of hospitals or other organizations which are con 
ducted as proprietary institutions for private gain. In in 
sutuuons which are for both needy and self-supporting 
patients, a system of cost accounting which separates ex 
penditures tor the two categories must be required, 


Correlation of Services. lf the program is to provide all 
the necessary components of medical care, some means 
must be provided by which these may be co-ordinated. 
This purpose is peculiarly well served by group medical 
practice, properly organized at the initiative of physicians 
or consumers. Such group activities for the care of the 
needy could well be centered about hospitals and diag 
nostic and therapeutic centers. Full correlation with ex- 
isting public-health services must also be provided. 


Estimates of Cost. Experience of non-profit organiza- 
tions already engaged in providing medical services in- 
dicates that, under private auspices, full medical care of 
acceptable quality costs more than $20 — possibly nearer 
$30 — per capita per annum. In the proposal of the Tech 
nical Committee for medical care of the needy, however, 
expenditure of only $10 per capita is proposed. No con- 
sistent and comprehensive program can depend on the 
uncontrollable vagaries of philanthropy. 

The $10 per capita is presumably expected to meet 
costs of administration, hospitalization, personal services 
including those of physicians, and the cost of all appurte 
nances required for the proper dispensation of medical 
care. The public will be in no position to demand efh 
ciency and competence if it will not pay for them. The 
fixed expenses for physical equipment and administration 
in such a program are least susceptible of reduction. With 
out physical equipment, any program will be ineffective 
because it will provide only exposure of patients to phy- 
sicians. Physical facilities will be equally useless unless 
there is some inducement to physicians to utilize them. In 
some of the government programs already in effect, the 
most exemplary institutions have been unable to participate 
because allotments under grants-in-aid have been too small 
to meet the costs of service without some sacrifice of 
quality. 

To embark upon a program that contemplates the ex- 
penditure of only $10 per capita per annum, when this is 
obviously inadequate, would inevitably sacrifice quality 
to mere distribution. 


Voluntary Prepayment for Medical Care 

Obviously no plan can work without the co-operation 
of physicians and other professional experts; no plan can 
work well that does not offer opportunities and incen- 
tives to these professionals. On the other hand, if the op- 
eration of the plan does not benefit the consumers or re- 
cipients of medical care, it has not accomplished its pur- 
pose. If all parties concerned were to direct their 
concerted efforts toward the development of programs 
that would assure the highest quality of care, it should 
be possible to find formulas for the distribution of authori- 
ty and for the solution of administrative problems, the 
two greatest sources of difference of opinion. Physicians 
cannot be robbed of their natural monopoly of the dis- 
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pensation of medical care. They cannot, however, expect 
to arrogate to themselves control of all ancillary services, 
nor can they deny some voice in the plan to those for 
whose benefit their services are intended. 

Every encouragement should be given to the develop- 
ment of voluntary sickness insurance. Although it can- 
not be expected to solve all the medical problems of those 
just above the level of true need, it will assist many to 
meet their financial obligation. 

If hospital insurance is to function widely there must be 
sufficient well-equipped hospitals, open to all citizens and 
available to all the doctors of a community for the care of 
their private patients, subject to standards of competence 
and merit. 

It is highly desirable that hospitals become increasingly 
the central foci of medical care in their communities. To 
this end, opportunities should be given for wider partici- 
pation of the medical profession in the hospitals and 
clinics. 

The separate treatment of each component of health 
services can only result in multiplication of administra- 
tive machinery and disco-ordination of instrumentalities 
for the dispensation of care. If, for example, insurance 
for medical services cannot be entrusted to the agencies 
that now control insurance for hospitalization, efforts 
should be made to find more satisfactory governing bodies, 
not to keep two types of insurance which serve a common 
purpose separated. It is to the interest of both the public 
and the medical profession that as little as possible of the 
funds allocated to medical care be diverted for adminis- 
trative purposes. 

\ complete plan for voluntary prepayment for medical 
care must provide all the essential components of medical 
care. The service offered under this system cannot be 
allowed to fall below the standards which have been dis- 
cussed as essential for public medical care of the needy. 

Those with family incomes of $800 to $1200 (roughly 
the middle third of our population) can hardly be ex- 
pected to avail themselves generally of insurance at a cost 
of 6 to 8 per cent or more of the total family income. The 
necessities of life at these income levels are too precarious, 
The economic level at which insurance of this kind, es- 
pecially on a voluntary basis, can become generally opera- 
tive is probably higher. 

There is much evidence that payment on a per capita 
basis in proportion to the number of patients served or by 
salary is superior to payment on a fee-for-service basis. 
Group medical practice facilitates the operation of these 
plans. Programs, to be adequate, must at least include 
devices for the correlation of services, the co-operation of 
physicians and the economic and efhcient utilization of 
gnostic and therapeutic facilities. 


Cle 


Compulsory Government Health Insurance 

The opinion has been expressed, with evidence to sup- 
port it, that voluntary prepayment systems will not solve 
completely the medical problems of the marginal group 
just above the level of need (below $1200 per family per 
annum, for example), because the costs exceed the finan- 
cial capacity of these people. Unless the institution of a 
universal or nearly universal tax-supported system is con- 
templated, care cannot be given to the group between 
the self-supporting and the needy without some form of 
supplementary support. Excessive fees from the well-to- 
do, by which physicians have been wont to reimburse 
themselves for their philanthropies, must diminish steadily 

voluntary insurance spreads. Moreover, if physicians 
are to be remunerated for their services to the needy, it 
would seem illogical that they should offer gratuitous 
service to those above the level of need. To neglect the 
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intermediate group while providing for their more indi- 
gent fellows, seems equally inconsistent. It seems clear 
that the needs of this group can be met completely only by 
supplementary payments from private or public funds 
on an insurance basis or by a completely tax-supported 
system. 

In spite of these arguments, the committee views with 
disfavor any attempt to introduce compulsory health in- 
surance widely at this time. If this system of payment for 
medical care is eventually to be adopted in this country, 
experimentation is advisable to discover formulas that 
will avoid the errors of European systems. Whether or 
not we are favorably inclined to the principle of com- 
pulsory health insurance, it is the part of wisdom to estab- 
lish in advance the general principles which should gov- 
ern such projects. In most essentials these do not differ 
from those that have been prescribed for the program for 
care of the needy. 

One great danger to be feared is too niggardly estima- 
tion of costs. All available precedents indicate that even 
the most efficient non-profit groups cannot operate at a 
cost as low as that set by the government. 

In no case can programs be allowed to offer care with 
quality proportioned to income. 


Group Organizations 

Group medical practice, if properly organized at the 
initiative of physicians or consumers, favors the full utili- 
zation of services of specialists and consultants, efficiency 
and economy in the use of tme and facilities and the de- 
velopment of institutions and organizations which will 
facilitate administration of medical care. It fosters edu- 
cation by mutual contacts between physicians with vari- 
ous training and skills. By centralizing activities and 
economizing time, it provides to the professional partici- 
pants leisure for selfimprovement and productive ef- 
forts. By effecting economies in administration and phys- 
ical appurtenances, it permits a larger proportion of total 
income to be used for remuneration of personnel and en- 
largement of resources and facilities. 


Disability Benefits 

It is quite proper that the government refuse to under- 
write disability benefits unless it is assured that serious ef- 
forts will be made to minimize the incidence and duration 
of disability. 


Education and Investigation 

The bill neglects entirely provisions for the support of 
general education and investigation. The committee can 
not too emphatically insist that without such provisions 
no program that contemplates expansion and improve- 
ment of medical care can be considered satisfactory or 
complete. 


THE CoMMITTEE OF PHYSICIANS FOR THE 
IMPROVEMENT OF MepicaL Care, INc. 


Richard M. Smith Channing Frothingham 


( president) 
Hugh Cabot 
William J. Kerr 

(vice-presidents ) 
Russell L. Cecil 

(honorary chairman) 
George Blumer 
Philip King Brown 
Allan M. Butler 
Louis Casamajor 
Thomas B. Cooley 
J. Rosslyn Earp 


H. Rawle Geyelin 
F. T. H’Doubler 
L. Emmett Holt, Jr. 
William S. Ladd 
H. Clifford Loos 
Harry S. Mackler 
William S. McCann 
T. Grier Miller 
George R. Minot 
Hugh Morgan 
Robert B. Osgood 
LeRoy S. Peters 
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G. Canby Robinson 
David Seegal 

John H. Stokes 

S. Borden Veeder 


James J. Waring 
Mortimer Warren 
Soma Weiss 

M. C. Winternitz 


Joun P. Peters, M.D., Secretary. 





ANNUAL PRIZE SUBSCRIPTION 


The annual prize subscription offered by the New Eng- 
land Journal of Medicine for the best undergraduate con- 
tribution to the Tufts College Medical Journal has been 
awarded to Abraham Pollen °40 for his paper “Present 
Status of Vitamin B, Deficiency,” which appeared in the 
March, 1939, issue. Honorable mention goes to Stanley 
L. R. Robbins *40 for his article “Mode of Action of 
Therapeutic Agents in Thyroid Disease” in the January, 
1939, issue. 





“YOUR HEALTH” BROADCASTS 


The next series of “Your Health” broadcasts, sponsored 
by the American Medical Association and the National 
Broadcasting Company and heard over the Blue Network 
each Wednesday at 2:00 p. m., is entitled “Using Health 
Knowledge.” It consists of four broadcasts as follows: 


May 31. Checking Up on Health. 
Periodic health examination and what follows, and 
why. 

June 7. Vacations — Why and How. 
Making the vacation a real contribution to health 
and recreation. 

June 14. Never Stop Learning. 
A new phase of life begins at commencement, and 
health contributes to success. 

June 21. Answering Your Questions. 
What kind of health questions can be answered and 
what kind can’t without seeing the patient. 





NOTES 


The following thirty-three appointments to the teaching 
and research staff of the Harvard Medical School, effective 
at the beginning of the next academic year, have been 
recently announced: Halvor N. Christensen, Cozad, 
Nebraska, S.M. Purdue ’37, teaching fellow in biological 
chemistry; William McL. Wallace, now at Robert Packer 
Hospital, Sayre, Pennsylvania, M.D. Pennsylvania ’38, re- 
search fellow in biological chemistry; Kenneth E. Liv- 
ingston, Portland, Oregon, A.B. Stanford °36, research 
fellow in medicine; Frank P. Dawson, now at Middle- 
sex County Sanatorium, Waltham, Massachusetts, M.D. 
Tufts ’31, assistant in medicine; Herbert J. Fox, now at 
Boston City Hospital, M.D. Duke ’35, assistant in medi- 
cine; Wallace C. Miller, now at Peter Bent Brigham Hos- 
pital, Boston, M.D. Loyola °36, assistant in roentgenology; 
Lewis T. Stoneburner, 3d, now at Boston City Hospital, 
M.D., Medical College of Virginia ’37, assistant in medi- 
cine; Robert Talkov, Dorchester, M.D. Tufts ’37, assistant 
in medicine; Paul B. Beeson, now at Hospital of the Rocke- 
feller Institute for Medical Research, New York City, 
M.D. C. M. McGill ’33, research fellow in medicine; Alex- 
ander M. Burgess, Jr., Providence, Rhode Island, now at 
Boston City Hospital, M.D. Harvard ’37, research fellow 
in medicine; Albert H. Coons, Gloversville, New York, 
M.D. Harvard ’37, research fellow in medicine; Charles 
P. Emerson, Jr., Indianapolis, now at Boston City Hospital, 
M.D. Harvard ’37, research fellow in medicine; Florance 
W. Haynes, Boston, Ph.D. Radcliffe ’33, research fellow in 
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medicine; Francis C. Lowell, Cambridge, Massachusetts, 
M.D. Harvard °36, research fellow in medicine; Charles 
H. Rammelkamp, now at Barnes Hospital, St. Louis, M.D. 
Chicago °37, research fellow in medicine; Otto Schales, 
Brookline, Massachusetts, Ph.D. Frankfurt °35, research 
fellow in medicine; Francis M. Forster, now at Pennsyl- 
vania Hospital, Philadelphia, M.D. Cincinnati °36, assistant 
in neurology; Ellsworth H. Trowbridge, now at Boston 
Psychopathic Hospital, M.D. Washington University °36, 
assistant in neurology; Howard E. Weatherly, now at Bos- 
ton Psychopathic Hospital, M.D. lowa State °34, assistant 
in psychiatry; Samuel P. Hunt, now at St. Elizabeth's 
Hospital, Washington, District of Columbia, M.D. Co- 
lumbia ’37, research fellow in psychiatry; Leo J. McDer- 
mott, Portland, Maine, now at Children’s Hospital, Bos 
ton, M.D. Harvard °34, assistant in orthopedic surgery; 
Glidden L. Brooks, Lincoln, Nebraska, now at Children’s 
Hospital, Boston, M.D. Harvard °37, assistant in pediatrics; 
Charles H. Cutler, now at Children’s Hospital, Boston, 
M.D. Southern California ’38, assistant in pediatrics; Harry 
Shwachman, Roxbury, M.D. Johns Hopkins °36, assistant 
in pediatrics; Fe del Mundo, Boston, M.D. University of 
the Philippines ’33, research fellow in pediatrics; James 
b. Blodgett, Detroit, now at Peter Bent Brigham Hospi- 
tal, Boston, M.D. Harvard ’36, assistant in surgery; James 
B. Campbell, Jamaica Plain, M.D. Harvard °35, assistant 
in surgery; John H. Crandon, Boston, M.D. Harvard °37, 
assistant in surgery; Dean W. Tanner, Layton, Utah, now 
at Peter Bent Brigham Hospital, Boston, M.D. Harvard, 
°35, assistant in surgery; Richard H. Thompson, Boston, 
M.D. Harvard ’34, assistant in surgery; John A. Sand- 
meyer, Buhl, Indiana, M.D. Harvard °37, Arthur Tracy 
Cabot Fellow in Surgery; George H. Acheson, Pitts- 
burgh, M.D. Harvard ’37, instructor in physiology; Abe 
Ravin, Denver, M.D. Colorado ’32, research fellow in 
physiology. The following five appointments hold in the 
Harvard School of Public Health: Francis S. Cheever, 
Wellesley, M.D. Harvard ’36, assistant in bacteriology; 
Vlado A. Getting, Pittsburgh, now at State House, Boston, 
M.D. Harvard °35, research fellow in preventive medi- 
cine and epidemiology; Stafford M. Wheeler, Acoaxet, 
Massachusetts, now at Johns Hopkins Hospital, Baltimore, 
M.D. Harvard °37, assistant in preventive medicine and 
epidemiology; James W. Hawkins, Coeur d’Alene, Indi- 
ana, M.D. Harvard ’35, Charles Follen Folsom Fellow 
in Preventive Medicine; Ralph H. Heeren, now at Uni- 
versity of Iowa College of Medicine, Iowa City, Iowa, 
M.D. University of Iowa ’34, research fellow in preven- 
tive medicine and epidemiology. In addition, Spiros P. 
Sarris, Lowell, now at Massachusetts General Hospital, 
M.D. Harvard ’36, was appointed assistant in surgery at 
the Harvard Medical School, effective January 1, 1940. 


Dr. Emanuel B. Schoenbach, of New York City, has 
been awarded the Edward Hickling Bradford fellowship 
for medical research in the laboratories of bacteriology at 
the Harvard Medical School from January | to Septem- 
ber 1, 1940. He received his S.B. from Harvard in 1933 
and his M.D. in 1937, 





CORRESPONDENCE 


PHARMACOPOEIAL CONVENTION 


To the Editor: 1 have recently issued the following call 
for the Convention for the Revision of the Pharmacopoeia 
of the United States of America: 


In compliance with the provisions of the constitu- 
tion and by-laws of the United States Pharmacopoeial 
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Convention, I hereby invite the several bodies entitled 
under the constitution to representation therein to ap- 
point three delegates and three alternates to the Con- 
vention for the Revision of the Pharmacopocia of the 
United States of America, which is to meet in Wash- 
ington, District of Columbia, on May 14, 1940. 


Under the Federal Food, Drug, and Cosmetic Act the 
standards of strength, quality and purity laid down in 
the Pharmacopoeia for the drugs and preparations that it 
recognizes become the legal standards for such drugs and 
preparations. As a consequence the manufacturer, the 
dispensing pharmacist and the physician have a common 
interest in the Pharmacopoeia. The manufacturer is en- 
abled to furnish the pharmacist with officially standardized 
materials, the pharmacist to dispense, with exactitude, 
just what the physician desires, and the physician to write 
his prescriptions in simple terms with confidence in what 
the pharmacist will dispense. Without the Pharmacopoeia 
there would be chaos. Without confidence in its spon- 
sors the situation would be perilous. 

The Convention for the Revision of the Pharmacopoeia 
decides the principles under which the Pharmacopoeia is 
to undergo revision. It also elects the officers of the Con- 
vention, Board of Trustees to manage administrative, 
legal and financial matters, and a Committee of Revision, 
al! to serve until the next convention meets. 

The Committee of Revision is composed of fifty elected 
members. Seventeen of these are doctors of medicine, 
representatives of clinical medicine, pharmacology, serology, 
therapeutics, and so forth. The other thirty-three mem- 
bers belong to pharmacy and the allied sciences, and in- 
clude representatives of dispensing and manufacturing 
pharmacy, inorganic and organic chemistry, botany, phar- 
macognosy, biological assay, and so forth. 

In the past, the Committee of Revision has included 
men of the highest rank in the several fields. That it may 
continue so to do, it is asked that the various bodies author- 
ized to send delegates to the Convention will appoint their 
full quota of delegates, and will select them from among 
those of their own people whom they know to be informed 
and at the same time prepared to attend the Convention. 


Water A. Bastepo, M.D., President, 
United States Pharmacopoeial Convention. 


33 East 68th Street, 
New York City. 





REPORT OF MEETING 


SUFFOLK DISTRICT MEDICAL SOCIETY 


\t a meeting of the Suffolk District Medical Society at 
the Boston Medical Library, on Wednesday evening, 
January 25, a discussion of recent progress in diabetes was 
arranged by Dr. E. P. Joslin. Dr. Albert Hornor turned 
over the chairmanship to Dr. J. P. Monks. 

The first paper was presented by Dr. E. P. Joslin: 
“Résumé of the Diabetic Situation Here and Elsewhere.” 
He stated that a survey of diabetic deaths by Dr. George 
W. Lynch has shown that good progress is being made in 
the treatment of diabetes in Boston. General practition- 
ers are advised to keep in close contact with their pa- 
tents who have been referred to hospitals, since 165 out 
of 301 diabetic deaths in 1935 occurred in hospitals. Lab- 
oratories are at present well equipped and open day and 
night for blood analyses. At the Children’s Hospital 
there have been no deaths from diabetic coma since the 


discovery of insulin. Furthermore, the surgeons are to be 
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complimented on their record in caring for surgical com- 
plications, In the Boston area there are 8000 known dia- 
betic patients and probably as many unknown. In Nor- 
way there are half as many. Massachusetts leads the 
world in the number of such patients. The true incidence 
of diabetes has not increased, although the gross incidence 
has; the reason for this is the increased longevity of the 
population. 

Dr. A. P. Joslin presented the second topic: “Treatment 
with Diet and Protamine-Zinc Insulin in Hospital and 
Home.” Dr. Joslin emphasized the change in methods of 
treatment. Whereas the old method was to treat patients 
for a few months or a year, modern doctors plan treat- 
ment to last twenty or forty years. Surveys have shown 
that 48 per cent of present-day diabetic patients do a full 
day’s work, and another 25 per cent do a three-quarter 
day’s work. In young adults the problem is how to guide 
the rest of their lives. A good principle to remember is 
that severe cases rigorously treated often become mild. 
The essence of treatment is management of the diet. Car- 
bohydrate should be limited to 150 or 200 gm., protein 
governed by the age of the patient, and fat supplied to 
provide good balance. Protamine-zinc insulin should be 
begun early, and its administration should be given at an 
optimum time to be carefully balanced by a proper dis- 
tribution of carbohydrate ingestion and to be supplement- 
ed, if necessary, by regular insulin. The blood sugar curve 
should fluctuate between 100 and 200 mg. per 100 cc. 
Patients should be instructed in groups since by this meth- 
od a kindly companionable spirit of encouragement will 
prevail and will be of great help to the new patients. It 
is the careless patient who is difficult to treat. All patients 
should be constantly reminded that it is cheaper to stay 
well than to get well. Voided urine specimens are to be 
carefully watched for glycosuria each day. Dr. Joslin 
stated that protamine-zinc insulin has marked advantages 
over regular insulin; it is cheaper, allows a life less mind- 
ful of the disease and is safer to use. 

The third paper was presented by Dr. Henry Baker, in 
collaboration with Dr. Alexander Marble: “Hypogly- 
cemia.” Dr. Baker began the discussion. Hypoglycemia 
is either spontaneous or due to insulin overdosage. Al- 
though insulin shock has been used with some success in 
the treatment of psychoses, one must remember that dam- 
age and death are possible sequelae. Usually it is multi- 
ple doses that lead to death. A case record was cited for 
illustration. The patient at autopsy showed marked 
atrophy of the pancreas which contained many stones, 
edema of the brain and diffuse capillary hemorrhages. 
The patient’s doctor had given her several doses of in- 
sulin under the impression that her symptoms of nervous- 
ness were due to the diabetes and not to the early morn- 
ing hypoglycemia. He should have obtained repeated 
voided specimens to test for sugar; he actually obtained 
none. The ferric chloride test is a simple and quick 
guide of acidosis. 

The difference between the shock induced by protamine- 
zinc insulin and regular insulin is clinically apparent. 
Whereas the reaction to the latter comes very suddenly in 
three to four hours and with prodromal symptoms, with 
the former the reaction comes gradually in twelve to 
twenty-four hours. The symptoms in regular-insulin shock 
are tremor, sweating and hunger; in the other they are 
nausea, vomiting, malaise and mental disturbance. As for 
antidotes, glucose is very effective, but unlike its immedi- 
ate effect in regular-insulin shock, repeated doses may be 
necessary and the outcome may be doubtful in reactions 
due to protamine-zinc insulin. 


Dr. Marble continued the discussion. He stated that the 
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incidence of serious hypoglycemia is very low. Single in- 
jections are virtually unknown to cause death except in 
the presence of complications. He next related the history 
of a sixteen-year-old girl with chronic hypoglycemia whose 
chief complaint was a tendency to drowsiness and un- 
consciousness in the early forenoon. In 1933-1934 she 
was studied at the Massachusetts General Hospital, and an 
exploratory laparotomy for adenoma of the pancreas was 
performed. No tumor was found, and a biopsy showed 
normal tissue. The patient was well until 1938 when the 
attacks recurred. After an unusual attack in school, she 
was admitted to the Boston City Hospital where further 
studies were carried out. She was referred to the Deacon- 
ess Hospital where a fasting blood-sugar value of 27 mg. 
per 100 cc. was obtained. An increase in the 3 a. m. meal 
prevented the early morning attacks. Two sugar-tolerance 
curves significantly demonstrated definitely low bjood- 
sugar values in the fourth to the sixth hour. A tumor was 
considered most likely and with the realization that along 
present lines the patient would lead a nervous hampered 
life, operation was advised and performed. After three 
hours of careful exploration of the pancreas, a l-cm. tumor 
nodule was found in the head of the pancreas. Its posi- 
tion was such that surgical removal was very difficult, but 
this was accomplished. The patient has had an un- 
eventful postoperative course, and her fasting blood-sugar 
level is now normal. The pathological report stated that 
the tumor was a benign adenoma of the islets of Langer- 
hans. The tumor was a dull red, encapsulated mass. In 
cases of chronic hypoglycemia one must consider liver, 
thyroid, and pituitary disease in the differential diagnosis. 

The next paper was presented by Dr. Howard Root: 
“Diabetic Coma.” He said that diabetic coma cannot be 
entirely eliminated because there are too many variable 
factors concerned, such as the diet, the insulin and the 
course of the disease itself. It is primarily due to a dis- 
turbance in carbohydrate metabolism, and insulin is a 
specific in treatment which has no substitute. The onset 
is always gradual, taking hours or even days, with in- 
creasing weakness, a clouding of the mentality and gly- 
cosuria. In a later stage the pulse and respiratory rates 
go up, and there are polyuria and ketonuria. Progressing 
still farther, respiration becomes feeble and shallow and 
ketone bodies disappear from the urine, due to failing 
kidney function. The terminal stage is one of anuria and 
requires extremely rigorous treatment with a constant in- 
travenous drip of saline. Meager doses of insulin are 
practically useless; insulin must be given generously. 

Death from diabetic coma can be prevented by early 
diagnosis. In one series of cases 20 per cent of the pa- 
tients were in coma when first diagnosed. General care 
following recovery is as important an element of treat- 
ment as the emergency measures. Following an attack, 
resistance to infection is markedly reduced, and 16 per 
cent of such patients acquire pulmonary tuberculosis 
within three to five years. 

Dr. Richard Wagner spoke on “Peculiarities of Therapy 
of Diabetic Children on Two Continents.” Dr. Wagner 
had been in charge of a special diabetic clinic for children 
in Vienna before coming to Boston to work on the same 
problem. He stated that in Vienna he found that dia- 
betic children were very liable to pyorrhea and periodon- 
tal disease, which was often severe enough to cause the 
loss of all their teeth. This he finds to be a rarity in 
Boston. Assuming the disease process and the insulin to 
be the same, he believes that there might be a hereditary 
predisposition for both diseases. In addition, fruit and 
foods rich in vitamin C are economically difficult to pro- 
cure and their ingestion has not become a habit in 
Vienna, as it has in Boston. 
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Pulmonary tuberculosis occurring in diabetic children is 
usually fatal. Whereas in Vienna, Dr. Wagner had found 
an incidence of 9 cases of the adult form of tuberculosis 
in 192 diabetic children, in Boston the incidence is 1 in 
400. In Vienna, 30 per cent of children between the ages of 
seven and eight years had positive tuberculin tests, and 50 
to 60 per cent of those fourteen years old. In Boston, 3 
per cent of fourteen-year-old children are tuberculin 
positive. 

Dr. Howard F. Root read a paper on “A Resurvey of 
Dr. Harvey Cushing’s Patients with Acromegaly and 
Young’s Experimental Pituitary Diabetes.” The theory 
that a pathologic process in the pituitary gland is respon- 
sible for diabetes has often been refuted because no lesions 
could be demonstrated. However, it is well known that 
a clinical syndrome may exist without demonstrable 
pathologic changes in an organ. Even in diabetes itself 
only 70 to 75 per cent of the cases show changes in the 
pancreas and liver. Houssay has demonstrated that hypoph- 
ysectomy of a dog whose pancreas had been previously 
removed caused the induced diabetes to become milder. 
Young, of London, injected anterior pituitary extract into 
a normal dog and found that he could thus produce dia- 
betes more like the real disease than that produced by 
pancreatectomy, and that it varied from the mildest to 
the most severe degree of diabetes. Best, of Toronto, re- 
moved the pancreas in such a dog and found that the 
diabetes became no worse. Pathologically, the islets of 
Langerhans showed an even degeneration. 

In a review of 153 cases of acromegaly at the Peter Bent 
Brigham Hospital it was found that 17 per cent of the 
patients had diabetes and in all of these the diabetes was 
secondary by one to twenty-two years. Radiation of the 
pituitary or its surgical removal produced no change in 
the diabetes. The degree of severity of the disease and its 
response to insulin varied in no great manner from the 
usual non-acromegalic type. Acromegaly is rare in dia- 
betic patients, 5 cases in 15,000 being reported in one se- 
ries. Dwarfism occurs in 5 per cent of the progeny, and 
other glandular dyscrasias are also common. There is 
splanchnomegaly in acromegalics with or without diabetes; 
there is no splanchnomegaly in patients with uncomplicated 
diabetes. 

Dr. Priscilla White discussed “Thirty-Three Pregnancies 
in Diabetic Patients in 1938 and Studies Thereon.” In 
the pre-insulin era only every other pregnancy terminated 
successfully. Diabetes does not affect maternal mortality 
so much as it causes miscarriages, stillbirths and neonatal 
deaths. Severe diabetic coma or severe hypoglycemia is 
not compatible with the birth of a living child, of course, 
but even the most carefully regulated diabetic gravida 
often fails to give birth to a live infant. 

In an effort to determine the cause of these stillbirths, 
studies on hormones have been carried out. In 1930, 
Murphy reported an excess of prolan excretion in diabetics. 
Smith and Smith studied hormone-excretion values in 
patients with pre-eclampsia and with diabetes, having 
found that 30 per cent of the former have diabetes. Dr. 
White presented the hypothesis that stillbirths are not pri- 
marily due to the diabetes but to the associated toxemia, 
as evidenced by edema, rise in blood pressure and al- 
buminuria, the onset of which is now predictable two 
to six weeks in advance by the rise in serum prolan. 
Thirty-three diabetic patients had weekly prolan values de- 
termined. They can be divided into three groups. The 
first group of 13 cases showed normal prolan values and 
had perfectly uneventful clinical courses. In the second 
group of 12 cases the prolan excretion was elevated, but 
no special treatment was given; 9 developed pre-eclampsia 
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and 3 miscarried. In the 9 cases, progressive toxemia was 
the rule in all except 1 which showed a spontaneous rise 
in estrin values. This suggested the method of treatment 
applied to the third group of 8 patients, in whom the 
prolan values had risen. They were given estrin and 
progestin intramuscularly, the result being that none mis- 
carried or developed pre-eclampsia. There were seven 
fetal deaths, 6 in the second group, an incidence of 50 
per cent, and | in the first group, an incidence of 8 per 
cent. There was no infant mortality in the group treated 
with estrin and progestin. The treatment consisted of 
150,000 to 300,000 international units of estrin and 10 to 
20 mg. of progestin, given until the prolan values began 
to decline and then reduced in proportion to the decline 
in prolan. However, the cost of this was thirty to 
forty dollars a day per patient! The past histories of the 
patients in the third group were significant in that 4 had 
had previous stillbirths, 3 had had normal births and 1 
had had a living child born four years before the onset 
of her diabetes. 

Dr. E. P. Joslin concluded the program with a discus- 
sion of the subject, “The Emphasis Shifts from Treatment 
to Prevention and Early Detection of Diabetes.” Modern 
treatment is good, and even coma is fairly well man- 
aged, but preventive action is poor. Besides putting greater 
emphasis on earlier diagnoses, one should consider the 
problem of heredity in diabetics since it is fundamental. 
Laws against marriage are obviously impossible; however, 
those with diabetes should be urged to marry non-diabetic 
individuals. Pincus and White have stated that by com- 
putation one out of four of the population is a carrier for 
diabetes. 

Dr. Joslin had passed out ballots to the audience, to be 
filled in with respect to diabetic heredity. He announced 
that at a gathering of 200 in Philadelphia 30 per cent had 
had a positive heredity, in Maine, 25 per cent, and in 
Omaha, 27 per cent. At this meeting the incidence was 
35 per cent. 





NOTICES 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC Date OrTHOPEDIC CONSULTANT 
Lowell June 2 Albert H. Brewster 
Salem June 5 Harold C. Bean 
Haverhill June 7 Arthur T. Legg 
Gardner June 13. Mark H. Rogers 
Worcester June 16 John W. O'Meara 
Pittsfield June 19 Francis A. Slowick 
Springfield June 21 Garry deN. Hough, Jr. 
Brockton June 22 George W. Van Gorder 
Fall River June 26 Eugene A. McCarthy 
Hyannis June 27. ~— Paul _L. Norton 





NORFOLK SOUTH DISTRICT 
MEDICAL SOCIETY 


The Norfolk South District Medical Society will con- 
duct its annual outing and dinner on Wednesday, June 14, 
at the South Shore Country Club in Hingham. 

Golf for both gentlemen and ladies will start at one 
o'clock. Those not wishing to play golf may join the 
ladies at bridge or contract at two-thirty. Tea will be 
served at four o'clock. Dinner will be served at seven 
o'clock, and will be accompanied by dancing, entertain- 
ment, moving pictures and the awarding of prizes. Dr. 
James M. Ward is the general chairman. 


NOTICES 
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BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 

Rehearsals of the newly organ- 
ized Boston Doctors’ Symphony 
Orchestra, conducted by Nicolas 
Slonimsky, are held every Thurs- 
day evening at 7:30 at Hampton 
Court Hotel, 1223 Beacon Street, 
Brookline. 

Membership is still open. All 
physicians, dentists and medical 
and dental students who are inter- 
ested should communicate with 
Dr. Julius Loman, Pelham Hall 
Hotel, Brookline (BEA 2430). 





th tye * 





NATIONAL TUBERCULOSIS ASSOCIATION 


The thirty-fifth annual meeting of the National Tuber- 
culosis Association will be held in Boston on June 26, 27, 
28 and 29. All the meetings, except the clinics as indi- 
cated, will be held at the Hotel Statler. The sessions are 
open to any physician, and Dr. Chesley Bush, president 
of the Association, extends a cordial invitation to those 
readers of the Journal who are interested. Attention is 
called to the limited seating capacity at the various medical 
clinics, to which admission will be by ticket only. There 
will be no registration fee. 

Those parts of the program that appear to be of interest 
to the physician and laboratory worker are given below. 


* * * 


OPENING GENERAL MEETING 
Monday, June 26, 8:15 p. m. 


Address of the President. Chesley Bush, M.D., Livermore, 
California. 

Report of the Managing Director. Kendall Emerson, M.D., 
New York City. 

Award of the Trudeau Medal. 
Philadelphia, Pennsylvania. 

Report of the Committee on Nominations. 
Smith, M.D., Charleston, South Carolina. 


Charles J. Hatfield, M.D., 


W. Atmar 


Jotnt Mepicar Session 
PATHOLOGICAL AND CLINICAL SECTIONS 
Tuesday, June 27, 9:30 a. m. 


Symposium: Genito-urinary tuberculosis. 
Pathological Aspects of Genito-Urinary Tuberculosis. 
Oscar Auerbach, M.D., Sea View Hospital, New 
York City. 
Modern Concepts of Urogenital Tuberculosis. Gil- 
bert J. Thomas, M.D., University of Minnesota 
Medical School, Minneapolis, Minnesota. 


Symposium: Spinal tuberculosis. 


Pathological Aspects of Spinal Tuberculosis. T. A. 
Willis, M.D., Cleveland, Ohio. 

Early Recognition and Treatment of Tuberculous 
Involvements of Vertebral Bodies. Mather Cleve- 
land, M.D., New York City. 
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Symposium: Atelectasis. 
Pathological Aspects of Atelectasis. Max Pinner, M.D., 
Montefiore Hospital, New York City. 
Clinical Aspects of Atelectasis. Edward N. Packard, 
M.D., Saranac Lake, New York. 


PArHOLOGICAL SECTION 
Tuesday, June 27, 2:00 p. m. 
Charles H. Boissevain, M.D., Colorado Springs, Colorado, 
Chairman. 
Arthur J. Vorwald, M.D., Saranac Lake, New York, 
Vice-Chairman. 


Correlation of X-Ray Findings and the Pathology of the 
Cavity Walls. Arthur J. Vorwald, M.D., Saranac 
Laboratory, Saranac Lake, New York. 

Phases of Intoxication in Tuberculosis. H. J. Corper, M.D., 
and Maurice L. Cohn, Ph.D., National Jewish Hos- 
pital, Denver, Colorado. 

Study of Localization and Type of Tuberculous Lesions 
in Cattle. E. M. Medlar, M.D., Metropolitan Life 
Insurance Company Sanatorium, Mount McGregor, 
New York. 

The Growth of Tubercle Bacilli in the Tissues of Normal 
and of Allergic Guinea Pigs. C. E. Woodruff, M.D., 
and Ruby G. Kelly, William H. Maybury Sanatorium, 
Northville, Michigan. 


CLINICAL SECTION 
Wednesday, June 28, 9:30 a. m. 


D. O. N. Lindberg, M.D., Decatur, Illinois, Charman. 


John Alexander, M.D., Ann Arbor, Michigan, 
Vice-Chairman. 


The Clinical Evaluation of Respiratory Function. Walter 
K. Whitehead, M.D., and A. T. Miller, Jr., M.D., 
Detroit, Michigan. 

Pulmonary Function in Pulmonary Tuberculosis Under 
Various Forms of Collapse Therapy. Andre Cour- 
nand, M.D., Bellevue Hospital, and Dickinson W. 
Richards, Jr., M.D., associate professor of medicine, 
Columbia University College of Physicians and Sur- 
geons, New York City. 

Critical Survey of Extrapleural Pneumothorax Therapy. 
Frank S. Dolley, M.D., consulting specialist, Olive 
View Sanatorium, Los Angeles, California. 

Boeck’s Sarcoid and Systemic Sarcoidosis. David Reisner, 
M.D., visiting physician, Sea View Hospital, New York 
City. 

Clinical Studies of Asbestosis. Moses J. Stone, M.D., as- 
sistant professor of medicine, Boston University School 
of Medicine, Boston. 


Joint Lay Sessions 
SOCIAL WORK AND ADMINISTRATIVE SECTIONS 
Tuesday, June 27, 9:30 a. m. 


Interpreting Modern Methods of Tuberculosis Control to 
the Public: 
From the official point of view. Henry F. Vaughan, 
Dr.P.H., commissioner of health, Detroit, Michi- 
gan. 
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From the non-official point of view. Mrs. Katherine 
Z. W. Whipple, secretary, Health Education Serv- 
ice, New York Tuberculosis and Health Associa- 
tion, New York City. 

Statutory Limitations on State and Federal Rehabilitation 
Service. John A. Kratz, M.D., chief, Vocational Re 
habilitation Service, Office of Education, Washington, 
District of Columbia. 


Wednesday, June 28, 2:00 p. m. 


How Tuberculosis Associations May Use the Tuberculosis 
Specialist to Interest the General Practitioner in Tuber 
culosis. J. Emerson Dailey, M.D., Houston, Texas. 

The Training of Health Educators. C. E. Turner, Dr.P.H., 
professor of biology and public health, Massachusetts 
Institute of Technology, Cambridge, Massachusetts. 


Regional Differences in Sanatorium Facilities from the 
Standpoints of Accommodations, Sources of Financial 
Support and Operating Costs. Joseph W. Mountin, 
M.D., senior surgeon, United States Public Health 
Service, Washington, District of Columbia. 


SoctaL Work SEcTION 
Wednesday, June 28, 9:30 a. m. 


Harold G. Trimble, M.D., Oakland, California, Chairman. 


Mrs. D. McL. McDonald, Columbia, South Carolina, 
Vice-Chairman. 


How Many Tuberculosis Patients Survive? H. E. Hilleboe, 
M.D., director, Division of Tuberculosis, State Board 
of Control, St. Paul, Minnesota. 


The Nurse as a Teacher of Tuberculosis to the Family. 
C. Mayhew Derryberry, senior public health statisti- 
cian, United States Public Health Service, Washington, 
District of Columbia. 

Tuberculosis Among Nurses: A study of ten years’ experi- 
ence. Everett K. Geer, M.D., medical director, Tuber- 
culosis Pavilions, Ancker Hospital, St. Paul, Minne 
sota. 


The Story of the Treatment of Tuberculosis at Rutland 
State Sanatorium. Ernest B. Emerson, M.D., superin- 
tendent, Rutland State Sanatorium, Rutland, Massa- 
chusetts. 


Joint SyMPosIuM 


PATHOLOGICAL, CLINICAL, SOCIAL WORK, AND ADMINISTRATIVE 
SECTIONS 


Thursday, June 29, 9:30 a. m. 


Subject: Mass Tuberculin Testing and X-Raying: A review 
of present status. 
Tuberculin. Esmond R. Long, M.D., director, Henry 
Phipps Institute, Philadelphia, Pennsylvania. 
X-Ray Findings in Negative and Positive Reactors. 
Bruce H. Douglas, M.D., tuberculosis controller, 
Detroit Department of Health, Detroit, Michigan. 


Epidemiological Considerations. James A. Doull, M.D., 
professor of hygiene and public health, School of 
Medicine, Western Reserve University, Cleveland, 
Ohio. 

Discussion. 
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MepicaL Cuiinics* 
JOINT SESSION OF PATHOLOGICAL AND CLINICAL SECTIONS 
Wednesday, June 28 
MEDICAL CLINIC NO. 1, BOSTON CITY HOSPITAL, 2:00—4.00 P. M. 


Acute and Chronic Mediastinitis. Chester S. Keefer, 
M.D., associate professor of medicine, Harvard 
Medical School, associate physician, Thorndike 
Memorial Laboratory, Boston City Hospital. 

Pulmonary Aspects of Cardiovascular Disease. Soma 
Weiss, M.D., associate professor of medicine, Har- 
vard Medical School, associate physician, Thorn- 
dike Memorial Laboratory, Boston City Hospital, 
director, Second and Fourth Medical Services, 
Boston City Hospital. 

X-Ray and Clinical Manifestations of Boeck’s Sarcoid. 
Theodore L. Badger, M.D., assistant in medicine, 
Harvard Medical School, chief of Thoracic Clinic, 
Boston City Hospital. 

Parenchymal Lesions of the Lung in Lymphoma. 
Henry Jackson, Jr., M.D., assistant professor of 
medicine, Harvard Medical School, associate physi- 
cian, Thorndike Memorial Laboratory, Boston City 
Hospital. 


Pulmonary Disorders in Diseases of the Blood. George 
R. Minot, M.D., professor of medicine, Harvard 
Medical School, director, Thorndike Memorial 
Laboratory, Boston City Hospital. 


MEDICAL CLINIC NO. 2, BOSTON CITY HOSPITAL, SANATORIUM 
DIVISION, 2:00—4:00 pP. M. 


The Result of Pneumothorax at the Boston Sanato- 
rium. John A. Foley, M.D., clinical professor 
of medicine, Boston University, chief of staff, Bos- 
ton City Hospital, Sanatorium Division. 


Results of Surgical Treatment of Tuberculosis at the 
Boston Sanatorium. Horace Binney, M.D.. visit- 
ing surgeon, Boston City Hospital, Sanatorium 
Division. 

Tuberculous Tracheo-Bronchitis. Samuel Cline, M.D., 
laryngologist, Boston City Hospital, Sanatorium 
Division. 


MEDICAL CLINIC NO. + MASSACHUSETTS GENERAL HOSPITAL, 
2:00—4:00 Pp. M. 


Bronchiectasis and Lung Abscess; Tumors of the Lung 
and Bronchi. Edward D. Churchill, M.D., John 
Homans Professor of Surgery, Harvard Medical 
School, chief of West Surgical Service, Massachu- 
setts General Hospital; Donald S. King, M.D., 
associate in medicine, Harvard Medical School, 
associate physician, Massachusetts General Hos- 
pital; and associates. 


MEDICAL CLINIC No. 4, 


2:30-4:30 Pp. M. 


MIDDLESEX COUNTY SANATORIUM, 


Frank P. 
Middlesex 


Treatment of Spontaneous Pneumothorax. 
Dawson, M.D., assistant physician, 
County Sanatorium. 


*In connection with Clinics No. 2 and No. 4 
will be provided at a nominal cost. The clinics are open to all physi- 
cians attending the meeting. Admission, however, will be by ticket only. 
Please write for reservations to Dr. Frederick T. Lord, 305 Beacon Street, 
Boston, indicating which clinic you wish to attend and giving your prefer- 
ence for other clinics in case you cannot be admitted to your first choice. 
Clinics may be designated by number or by the hospital at which they are 

» be held. Early application for tickets is suggested, especially since 
the seating capacity of all the amphitheaters is limited. 


» Special bus transportation 


NOTICES 
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Bronchial Complications in Pulmonary Tuberculosis. 
Lowrey F. Davenport, M.D., instructor in medi- 
cine, Harvard Medical School, internist, Middle- 
sex County Sanatorium, assistant in medicine, 
Massachusetts General Hospital; and Reuben 
Schulz, M.D., instructor, Department of Pathol- 
ogy, Harvard Medical School, instructor, Depart- 
ment of Hygiene, School of Public Health, Har- 
vard Medical School, pathologist, Middlesex Coun- 
ty Sanatorium. 


Management of Internal Pneumolysis Patients. Har- 
lan F. Newton, M.D., associate in surgery, Harvard 
Medical School, chief surgeon, Middlesex County 
Sanatorium. 

Treatment of Pulmonary Tuberculosis in the Ado- 
lescent. Henry D. Chadwick, M.D., lecturer, 
School of Public Health, Harvard Medical School, 
medical director, Middlesex County Sanatorium; 
and Helen W. Evarts, M.D., resident physician, 
Middlesex County Sanatorium. 


MEDICAL CLINIC NO. 5. NEW ENGLAND DEACONESS HOSPITAL, 


2:00—4:00 Pp. mM. 


Some Experiences in the Study of 350 Patients Suffer- 
ing from Diabetes and Tuberculosis. Howard F. 
Root, M.D., instructor in medicine, Harvard Medi- 
cal School, physician, New England Deaconess 
Hospital. 

Combined Intrapleural and Extrapleural Pneumotho- 
rax. Julius G. Kelley, M.D., superintendent, Barn- 
stable County Sanatorium. 

Extrapleural Pneumothorax. Richard H. Overholt, 
M.D., New England Deaconess Hospital. 

Extrapleural Oleothorax. N. R. Pillsbury, M.D., super- 
intendent, Norfolk County Hospital. 

Lobectomy and Pneumonectomy in Tuberculous Sub- 
jects. Garnet P. Smith, M.D., superintendent, 
Bristol County Hospital. 

Carcinoma of the Lung. Olin S. Pettingill, M.D., 
superintendent, Essex County Sanatorium. 

Do Results Justify Bilateral Thoracoplasty? 
Jenkins, M.D., Norfolk County Hospital. 

Thoracoplasty without Deformity. W.R. Rumel, M.D., 
New England Deaconess Hospital. 


EB. K. 


MEDICAL CLINIC NO. 6, 


2:00—4:00 Pp. mM. 


PETER BENT BRIGHAM’ HOSPITAL, 


Actinomycosis of the Lung and Pleura. Elliott C. 
Cutler, M.D., Moseley Professor of Surgery, Har- 
vard Medical School, surgeon-in-chief, Peter Bent 
Brigham Hospital; and Robert E. Gross, M.D., 
instructor in surgery, Harvard Medical School, 
resident surgeon, Peter Bent Brigham Hospital. 

Tuberculosis in a Children’s Hospital: A fifteen-year 
survey. Clement A. Smith, M.D., instructor in 
pediatrics, Harvard Medical School, associate phy- 
sician, Children’s Hospital. 

Cardiac Pseudo-Tuberculosis. Merrill C. Sosman, M.D., 
assistant professor of roentgenology, Harvard Med- 
ical School, roentgenologist, Peter Bent Brigham 
Hospital. 

Tuberculosis in the Students of the Harvard Medical 
School. Roy M. Seideman, M.D., Commonwealth 
Fund, Tuberculosis Division, Massachusetts State 
Department of Health. 








‘900 


Experience with Extrapleural Pneumothorax. Harlan 
F. Newton, M.D., associate in surgery, Harvard 
Medical School, senior associate in surgery, Peter 
Bent Brigham Hospital; and John E. Dunphy, 
M.D., Arthur Tracy Cabot Fellow, Harvard Medi- 
cal School, junior associate in surgery, Peter Bent 
Brigham Hospital. 

Thirty-Three Years’ Experience with the Treatment 
of Pulmonary Tuberculosis by the Group System 
in an Outdoor Department of a General Hospital. 
Nathaniel K. Wood, associate in medicine, Peter 
Bent Brigham Hospital. 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THF WEEK BEGINNING 
Monpay, May 29 


Wepnespay, May 31 


*12 m.  Clinicopathological 
theater. 


conference. Children's Hospital amphi- 


Frivay, June 2 


*10 a. m.- 12:30 p. m. Tumor clinic. Boston Dispensary. 
Saturpay, June 3 
*10 a. m.-12 m._ Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 





*Open to the medical profession. 


—_—_—_— 


Page 817, issue of May 11. 
Page 768, 


May 26 — Massachusetts Psychiatric Society. 

May 26— Massachusetts Italian Medical 
May 4. 

June 1 and 2 — Fourth Annual Convention of the National Gastroentero- 
logical Association. Page 857, issue of May 18 

June 5, 6, 7, and 8— American Association of Industrial Physicians and 
Surgeons. Page 581, issue of March 30. 

June 6 — Harvard Medical Alumni Association. 

June 6 — Tufts College Medical School Alumni. Page 851, issue of May 18. 
School of Medicine 


Society. issue of 


Page 851, issue of May 18. 


June 6— Boston University Alumni Association. 
Page 851, issue of May 18. 
June 6, 7, and 8 — Massachusetts Medical Society. Worcester. 


June 7 — Massachusetts Medico-Legal Society. Page 851, issue of May 18. 


June 12-17 — Symposium on the Public-Health Significance of the Virus 
and Rickettsial Diseases. Page 815, issue of May II. 

June 26-29 — National Tuberculosis Association. Page 897. 

June 29 — Pentucket Association of Physicians, 8:30 p. m., Hotel Whittier, 
5S Washington Street, Haverhill. 

Avucust 30-Serremsper 2 — Seminar 
issue of May 18 

SepTeMBER — Boston Psychoanalytic Institute. 


in Physical Therapy. Page 857, 


Page 450, issue of Septem- 


ber 22. 

SepremMBer 5-8 — American Congress of Physical Therapy. Page 857, issue 
of May 18. 

SeptemBerR 11-15— American Congress on Obstetrics and Gynecology. 


Page 938, issue of December 8 
SeptemBer 15-28 — Pan-Pacific Surgical Association. 
November 24. 
Octoser 23 - Novemper 3 — New York Academy of Medicine. 
issue of March 30. 
Fatt, 1939 — Temperature Symposium. 
May 14, 1940 — Pharmacopoeial Convention. 


Page 863, issue of 
Page 581, 


Page 218, issue of February 2. 
Page 894. 


District MepicaL Society 


NORFOLK SOUTH 
June 14 — Page 897. 





BOOKS RECEIVED FOR REVIEW 
Syphilis and Its Accomplices in Mischief: Society, the 


state and the physician. George M. Katsainos. 676 pp. 
Athens, Greece: Privately printed, 1939. $5.00. 
Getting Ready to Be a Father. Hazel Corbin. 48 pp. 


New York: The Macmillan Co., 1939. $1.25. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


May 25, 1939 


Love and Marriage. Havelock Ellis, et al. 432 pp, 
New York: Liveright Publishing Corp., 1938. $3.75. 

Physiology of the Uterus: With clinical correlations, 
Samuel R. M. Reynolds. 447 pp. New York and Lon. 
don: Paul B. Hoeber, Inc., 1939. $7.50. 

Personal and Community Health. C. E. Turner. Fifth 
edition. 652 pp. St. Louis: C. V. Mosby Co., 1939, $3.00, 

The Synovial Membrane and the Synovial Fluid: With 
special reference to arthritis and injuries of the joints. 
David H. Kling. 299 pp. Los Angeles: Medical Press, 
1938. $5.00. 

Food and Health: An introduction to the science of 
nutrition. A. Barbara Callow. Second edition. 168 pp. 
New York: Oxford University Press, 1938. $1.75. 

Self-Help Codperatives in Los Angeles. Constantine 
Panunzio, Wade Church, and Louis Wasserman. 148 pp. 
Berkeley: University of California Press, 1939, $1.50. 

State Aid to Local Government in California. Winston 
W. Crouch. 421 pp. Berkeley: University of California 
Press, 1939. $2.00. 

The Initiative and the Referendum in California. V. O. 
Key, Jr., and Winston W. Crouch. 598 pp. Berkeley: 
University of California Press, 1939. $1.75. 

The Diplomatic Recognition of the Border States. Part 
II: Estonia. Malbone W. Graham. 398 pp. Berkeley: 
University of California Press, 1939. $1.50. 

Handbook of the Vaccine Treatment of Chronic Rheu- 
matic Diseases. Oxford Medical Publications. H. Warren 
Crowe. Third edition. 95 pp. New York: Oxford Uni- 
versity Press, 1939. $1.25. 

The Genuine Works of Hippocrates. 
the Greek by Francis Adams. 384 pp. 
liams & Wilkins Co., 1939. $3.00. 

Clinical Studies in Psychopathology: A contribution to 
the aetiology of neurotic illness. Henry V. Dicks. 248 
pp. Baltimore: William Wood & Co., 1939. $4.75. 

Fever and Psychoses: A study of the literature and cur- 
rent opinion on the effects of fever on certain psychoses 
and epilepsy. Gladys C. Terry. 167 pp. New York and 
London: Paul B. Hoeber, Inc., 1939. $3.00. 

Sex and Internal Secretions: A survey of recent re- 
search. Edited by Edgar Allen. 1346 pp. Baltimore: 
Williams & Wilkins Co., 1939, $12.00. 

Science in Progress. Edited by George A. Baitsell. 322 
pp. New Haven: Yale University Press, 1939. $4.00. 


Translated from 
Baltimore: Wil- 





BOOK REVIEW 


Cancer: Its diagnosis and treatment. Max Cutler and 
Franz Buschke. Assisted by Simeon T. Cantril. 757 
pp. Philadelphia and London: W. B. Saunders Co., 
1938. $10.00. 


This is unquestionably the best book on cancer which 
has appeared in the last ten years. Since the last edition 
of Ewing’s Neoplastic Diseases, there has. been a very 
definite need for a text prepared by someone thoroughly 
familiar with the field of cancer and capable of presenting 
in straightforward fashion the diagnostic and therapeutic 
problems. 

There is adequate discussion of the principles of radia- 
tion therapy, together with some of the hazards involved 
therein, a very fair appraisal of methods of biopsy, and 
adequate consideration of the spread of cancer, followed 
by a series of more or less detailed considerations of the 
various clinical types of the disease. The illustrations are 
abundant, well selected and clear. The recent literature 
is adequately considered, and representative groups of sta- 
tistics are given for the various clinical types of tumors. 





